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Editorial 
PUBLIC LIFE AND THE PHYSICIAN 


Public life makes its claims upon physicians 
even more legitimately than it does upon mem- 
bers of the other learned professions. Outside 
of the church—and in many instances even more 
than the church—the medical profession comes 
closer to the human understanding than does any 
class of people. 

Without understanding, just and proper guid- 
ance of a citizenry is impossible. Wisdom of 
the mortal mechanism and of human peculiari- 
ties and idiosyncrasies is a sine qua non for the 
perfect ruler. 

Already the back of the medical profession 
is burdened almost to breaking. But a re- 
newed interest in matters civic, a return to 
those pioneer practices that made the minister, 
the physician, and the lawyer the tacit court 
of community last appeal is not the ultimate 
straw that will weigh down his back to break- 
ing, but rather the lever that will lift the physi- 
cian from his present position as a mere nonen- 
tity in the eyes of the general public. 

In legislative halls today the medical profes- 
sion is practically without representation. The 
bulk of physicians who are in public life have 
abandoned, for the most part, the practice of 
medicine. 

Because of this unwitting neglect of civic con- 
ditions, the medical profession finds itself sud- 
denly confronted with an environment of alien 
element. It is almost as if the very language of 
the land had changed overnight. Physicians, in 
the rank and file, have played the doughboy, and 
have failed to concern themselves with the neces- 
sary and protective strategies of their work. 
Lacking any particular concern in the work-a-day 
world, the rank and file of physicians fail. to 
realize that individual problems are in reality 
community problems. Indissolubly are we “our 
brother’s keepers.” Problems calculated to affect 
medicine either favorably or unfavorably are be- 
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ing threshed out daily in every political concourse 

in the land. And in every such assemblage the 

medical profession should have representation. 
THE FOOLISH VIRGINS 

The foolish virgins with their lamps unfilled, 
unlit and untended were not more pitiable than 
is that short-sighted group of physicians who 
hold the belief that the practice of medicine is 
incompatible with the fulfillment of public duty, 
and that elections though occurring from time 
to time are merely for the benefit of the office- 
seeker. 

Admission must be made that under the guise 
of legislation much is done that had better be 
left undone, and that far too often, executive 
officers fail in doing their duty. 

Dereliction upon the part of a few officials 
is no excuse for defection on the part of others. 
This culpability among certain other citizens 
does not absolve physicians from taking part in 
elections, and actively at that. One cannot 
escape the touch of politics by stopping at home. 
Nor can one bring about needed reforms by 
absenting oneself from the primaries and from 
the elections. Truth is that men who do not 
touch politics find that polities touches them, and 
in a way that is not always enjoyed. For proof 
of this look at some current handicapping and 
even damaging legislation passed in recent years. 

The practice of medicine can no longer be 
followed with that apathy prevailing hitherto. 
At every turn the medical man is brought into 
closest contact with the life surrounding him. 
Any physician who attempts to keep apart from 
that life and its interests will cease to exercise 
that influence without which it will be impossible 
for him to gain for his opinions the weight that 
they deserve. 

UNCONSCIOUS LAWGIVER 

To solve some of the more urgent problems 
of the people is often the immediate daily task 
of every doctor. By his training and knowledge 
the physician is peculiarly well fitted to form 
reliable and practical ideas about the poor laws, 
the regulation of school boards and the whole 
question of state education. Apart from purely 
legal and politic technicalities there are few 
pressing topics of the hour upon which a physi- 
cian is not entitled to speak with the weight which 
judgment and experience command. But the 
physician today finds that his real influence in 
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the course of affairs is not at all commensurate 
with his claim to authority even in regard to 
matters more particularly within his own prov- 
ince. And within this province must be included 
contagious diseases and the rapidly broadening 
domain of preventive hygiene. In this last 
named field the physician finds wide range for 
employment of his scientific knowledge in the 
prevention of disease and the curtailment of 
human suffering. Small amount of reasoning is 
required to comprehend the fact that if pestilence 
and disease are to be driven from the community, 
their causes must be removed. As the most 
natural result it follows that if these causes are 
to be removed that the work must be inaugurated 
and prosecuted under direction of those com- 
petent to discover the cause and to perfect meth- 
ods for the eradication. 

To guide a man, show yourself capable of 
entering into those affairs in which he is inter- 
ested. To secure passage of special legislation 
always requires interested and enthusiastic advo- 
cates. Enactment of class laws takes place more 
frequently when representatives of that class of 
individuals are present personally to superintend 
successful presentation of their interests. 

To accomplish these reforms, dig the doctor 
out of his scientific rut, and make him a part 
of civie life. Concentrated effort on the part of 
the medical confraternity offers the only solution. 
A few physicians should be selected for each city 
council, village or county board, or state legis- 
lature. To do this will require united effort to 
place on the several tickets those men among the 
medical profession, who, when elecied, will be 
able to make themselves heard and felt. There 
is no greater injustice rampant against the law- 
abiding and tax-paying citizen and his family 
than that he and they are unprotected by law 
against unscrupulous charlatans. 

In Illinois a sad condition confronts the phy- 
sician. Proposed legislation in this state de- 
mands attention. Our medical law as it is now 
administered seems entirely inefficient to pro- 
tect either the profession or the laity. An organ- 
ized lobby representing quacks and irregular 
practitioners of various breeds opposes valiantly 
protective legislation. This lobby die that when 
the bill came before the legislature that had for 
its object the creation of a State Board of Med- 
ical Examiners for different cults. This condi- 
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tion occurs at each succeeding session of the 
legislature. 

It is our conviction that we must work as in- 
dividuals, as a society and as a profession for 
wholesome legislation. For the relief of the pro- 
fession in its hampered efforts to protect the 
public it seems that the lawmakers will do noth- 
ing of their own accord. Physicians should ex- 
ercise influence upon cur lawmakers to the end 
that they may be instructed to vote intelligently 
upon questions affecting medical legislation. 

The profession appears to think it useless to 
attempt to bring about medical reforms. True, 
at the outset it will be uphill work. Still sys- 
tematic perseverence will result in success. Per- 
haps years will be required for the accomplish- 
ment of this, but achievement is certain if there 
can only be had increasing energy upon the part 
of the profession. Certainly it behooves the pro- 
fession to enter wholeheartedly into public life 
in order to bring about the greatest good for the 
greatest number. 





QUACK DOCTORS AND THE PUBLIC 

To an honest but credulous public, a source 
of great evil and unpardonable mischief, is the 
quack doctor. The people at large do not realize 
the importance of suppressing quackery. Re- 
garding as a matter of course their own im- 
munity from these destroyers very much as they 
possess cognizance that the streets are lighted 
at night, the average citizens pass by the quack 
as a matter of no importance. Now to under- 
stand what this quack doctor evil is, let it be 
comprehended that if, in most instances, quack 
doctors do not kill directly, none the less, they 
are the causes of death of hundreds of indi- 
viduals, who have come to them in good faith, 
because on the door of the quack is that mark 
of sanctuary—a doctor’s sign. Society’s present 
mental trend is accented by a growing tendency 
to follow with an almost hysteric avidity, those 
many forms of charlatanism that are actually 
presenting nothing new, unless it is the readiness 
with which they are accepted. The majority of 
these “cults” and “isms” are types of quacking 
that attract their following not from the unin- 
formed, bat from the misinformed; not from 
simple ignorance, but from perverted intelli- 
gence. When it comes to yielding to the bland- 
ishments of various forms of quackery, the cul- 
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tured few are as prone, as the unlettered many. 
Fear of the truth is strong and widespread. How 
this fear is manifested regarding the knowledge 
and treatment of disease must be an item fa- 
miliar in the experiences of all. The average 
man does not want to know too much of the 
truth about disease. There lingers in ‘the stout- 
est hearts at times a little timidity of the truth; 
a little desire to feel that relief comes by some 
mysterious means. 


POWER OF THE MYSTERIOUS 


From the clouds and with obscure utterance, 
always have oracles spoken. With all his efforts, 
with the splendid bravery of his advance, man 
has not yet reached the point where he is will- 
ing to dispense with mystery, to clear up ob- 
scurity, and to make those issues that touch upon 
the welfare of his soul and body, tangibilities to 
be reasoned with and wrought out as he thinks 
and works in other fields of endeavor. Strong 
men who bear their full share of life’s burdens 
as men should bear these weights, when learn- 
ing of some personal physical disability are 
afraid to know the extent of the weakness or to 
be told of their actual condition. This is an 
tilustration of the fund of fear upon which fraud 
relies with confidence, and out of which char- 
letanism finds the substance of its prosperity. 

Fallacy inherent in such reasoning is plain. 
To a person who can set out with the principle 
that there is no reality in pain and disease, the 
treatment of them presents no difficulties what- 
soever. Such a person needs only assure the 
patient that he has been nourishing a delusion, 
and, presto!—the thing vanishes. Long before 
“Christian Science” was discovered, a French 
dramatist parodied the character of a quack, who 
tries to impose on his patient the idea that pain 
is imaginary. The patient turns the tables upon 
his doctor by administering to the man of mock 
medicine, a thrashing that is indubitably sound. 
Crying out from the pain of it, the doctor is ad- 
monished laughingly that the pain is all im- 
aginary. 

Present day fantastic cults are revivals of 
ancient humbug—pseudo-religious or medico- 
mystic doctrines in a garb and fashion adapted 
to the time. The osteopathist of today is but 
the bonesetter of old. Myriads of inert medicines 
exist, and multitudes of medicinal brands, nearly 
all of which reach their victims through some 
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weak spot in the mental make-up. For example 
it is certain that thought is a valuable thera- 
peutic factor in treating many disturbances. 
Full recognition of this fact brings one face 
to face with the essential influence and power 
exercised by various forms of charlatanism, even 
though it is clearly proven that this psycho-thera- 
peutic factor is operative and effective only 
within narrow, well-defined limits. Error and 
abuse are manifest when this filament of a cure 
as it were, suitable only for certain conditions, is 
exploited as a principle itself, and one for gen- 
eral and universal application as well as worthy 
of being the foundation for the creation of a 
whole “school” of medicine or of treatment. 


PERVERTED MEDICAL LAWS 


By political influence medical laws of several 
states have been so perverted as to give legis- 
lative sanction to grotesque, ignorant, and dan- 
gerous sects of pretenders and charlatans. 

Promoters of these cults and isms, are wise in 
claiming, each for his specialty, a number of 
virtues. A man gunning for this kind of game, 
describes symptoms that fit all real or imaginary 
ailments. Anyone can be suited. The hypnotic 
effect of this induces a state from which comes 
the certificate of cures. A cure of this sort lasts 
until the imaginary disease is replaced by a dif- 
ferent one, or until some real disease produces 
conditions that no longer respond to the mental 
state induced, and so another remedy is tried. 

Self- administration of remedies of the pro- 
prietary brand or of “patent” medicine is an- 
other source of frightful danger. Once the habit 
is acquired, the chances are that it will never 
be broken. This habit leads to useless expendi- 
ture of millions of dollars annually. Generally, 
too, by those who are least able to afford it. 
Many clergymen certify to the wonderful effects 
of these cure-all medicines. Idea of appearing 
before the public flatters many people so that 
they are willing to allow their names, their dis- 
eases, and even their photographs, to be paraded 
in newspapers and almanacs. One of the sharp- 
est thorns in the flesh endured by medical men is 
the flaunting in their faces of certificates recom- 
mending all sorts of nostrums and signed by 
lawyers, clergymen, or other persons of promi- 
nence. As every quack knows the value of a 
clergyman’s name appended to his cure, there- 
fore strenuous efforts are made to obtain it. 
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Sometimes these testimonials are paid for. The 
silent story, the sub rosa rumor going the rounds 
at present is that about twenty nationally known 
women have been paid $5,000 each for permit- 
ting their testimonials to be printed by a certain 
manufacturer—not, however, a medicine maker, 
or nostrum dealer. 

It is true enough, too, that if the general 
public were less gullible that there would be less 
need for physicians. “A fool is born every sec- 
ond.” Certainly some remedies have plenty of 
victims in their train. Lawyers pass out the 
adage that the man who acts as his own attorney 
has a fool for a client. As a rule, physicians do 
not prescribe for their own families. Intelligent 
people should not presume to be able to better 
doctor themselves or to prescribe for their own 
families than a physician would be to prescribe 
for his family. Yet a large part of the people, 
when feeling slightly ill immediately begin to 
dose themselves with patent medicines. 





SEVEN RULES FOR HEALTHY 
CHILDREN 

In the so-called “good old days” a great many 
children, like Topsy, “just growed,” and it was 
considered a special dispensation of providence 
if they grew to manhood and womanhood. Nowa- 
days the child has a better chance than that, 
chiefly through the things that have been learned 
in the last twenty-five years about child care. 

One man discovered diphtheria antitoxin— 
and today the disease which used to kill 40 per 
cent. of children who had it and wiped out whole 
families in a week or two, is, under prompt and 
appropriate treatment, practically harmless. One 
man found out how to take care of milk and 
keep it wholesome, and today the acute milk 
poisoning that I have seen kill children in 24 
hours is hardly more than a memory. Another 
man found out that milk from tubercular cows 
could carry: tuberculosis to children—and the 
fight against tubercular cattle is won today and 
children’s tuberculosis is steadily on the wane. 

Taken altogether, with the knowledge we now 
have about the care of children, the present day 
child has a better chance of growing up healthy 
and strong than the child of fifty years ago. 

First, give him good food. This shouid come 
at regular intervals, and a definite period of 
time should be established for the digestion of 
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a meal—a half hour after each meal for recrea- 
tion. The heavier meal of the day should be 
given at the noon hour, and special care should 
be exercised in arranging the evening meal to 
see that light, easily digested foods are given— 
not boiled meats and the heavier vegetables which 
require a long time for digestion. 

During the school age there is a demand for 
sweets, which should be met with a supply of 
sugars that are not harmful. The use of cane 
sugar such as is found in a good grade of New 
Orleans molasses to make the candies for the 
children will be found of especial value. Of 
course, the child should have lots of milk and 
no tea or coffee. 

Second, give him good air. Plenty,of outdoor 
air, with windows wide open at night is our sec- 
ond rule for a sturdy child. We no longer think 
that night air is bad, for night air is the only 
air there is at night, and that which is out of 
doors is certainly far more healthful than any 
air shut up in a room. 

Third, give him good company. A playmate 
with a slight cold is not good company, no mat- 
ter how worthy his parents may be, for a mild 
case of any disease may pass on to your child a 
severe form. And be sure that your youngster 
is good company for his playmates—if he is ill, 
no matter how slightly, keep him away from 
other children. 

Fourth, give him plenty of exercise. Let him 
run and play out of doors; let him get healthily 
tired, but not exhausted. It is no bad sign if 
he becomes breathless after exercise and per- 
spires. However, if the sweating is caused by 
only slight exertion and if the face becomes pale, 
the amount of exercise must be limited. That, 
however, is the unusual case, for normally ex- 
ercise makes rosy cheeks and good circulation. 

Fifth, give him plenty of sleep. If you want 
your child to be a sturdy nerveless youngster, 
make it an inflexible rule to have him tucked 
away in bed with the windows open at eight or 
nine o’clock. And the younger he is, the earlier 
he should go to bed. The child from six to ten 
years of age should have at least twelve hours 
sleep; eleven to thirteen years, eleven hours, and 
fourteen to sixteen, ten hours. 

Sixth, see that he has as little emotional excite- 
ment as possible. Make his life as much as pos- 
sible a well ordered routine, free from emotional 
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(disturbances, a calm life of eating, sleeping and 
play. 

Seventh, have him looked over occasionally 
by a competent family physician. Many ills of 
childhood may be avoided by having a regular 
examination at stated periods. Some diseases 
are painless in the beginning, and not evident 
to the layman, but in making his examination 
the doctor will discover them and be able to 
correct them in the beginning. It is far better 
to keep your child well in this way than to have 
to cure him after he becames ill. 

These then, are the seven rules for healthy 
children—and simple enough rules they are— 
give him good food, good air, and good company ; 
give him plenty of exercise and plenty of sleep 
and as little emotional excitement as possible, 
and have him observed by a competent family 
physician who is really a family friend—and 
don’t dose him or operate on him just because 
some cther child has been dosed or operated on. 
Let him alone unless there is a real reason for 
doing something else. 

The present century, in comparison with the 
last, is emotional, nervous, a collection of high- 
tension wires. So are its people, old and young. 
The last ten years have been enough to rack the 
nerves of the world’s parents—the children sense 
much of it. The parents won’t change much, 
but the children must be guarded against this 
abnormal development atmosphere as much as 
possible. Good or bad, parental influence will 
leave its impression—it is up to the parents to 
mold that impression as best they can. Children 
from their earliest infancy like to have their 
parents interested in what they are interested 
in; they like to trust and be trusted. It is just 
as easy to lead them in the right way as the 
wrong way, if you try from the first to do it 
honestly, and interestedly, and fairly—and don’t 
ever forget that you were a kid once ourself.— 
Exchange. 





KAHN TEST FOR SYPHILIS 

In the American Journal of Public Health, Havens 
and Taylor compare the Wassermann reaction and the 
Kahn precipitation test. They tested 1,395 patients. In 
90.3 per cent, or 1,260 patients, there was complete 
agreement. In the remaining cases, in thirty-three, 
there was relative agreement, and in only sixty-nine and 
those cases who had received treatment for syphilis, 
previous to the taking of the test, was there any marked 
differences. 
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NEW. BOOK ON CHRISTIAN SCIENCE 
THE FAITH—THE FALSITY—THE 
FAILURE OF CHRISTIAN 
SCIENCE 
By Woodbridge Riley, Ph. D., member of the 
American Psychological Association. Author 
of “American Thought From Puritanism to 

Pragnatism.” 

Frederick W. Peabody, LL. B., member of the 
Massachusetts Bar and one of the lawyers for 
Mrs. Eddy’s sons in their equity suit in which 
their mother’s sanity was questioned. 

Charles E. Humiston, M. D., Se. D., professor 
of surgery, College of Medicine, University of 
Illinois. 

The most searching, poignant exposé of the 
pretentions of Christian Science that has yet 
been made. The three men responsible for it 
stand high in their respective professions. 


Dr. Riley, after a most careful analysis of 
sources, shows precisely where Mary Baker Eddy 
derived every feature of her religious and thera- 
peutic systems. Mr. Peabody demonstrates her 
questionable veracity, avarice, her inane grasp- 
ing for power, and furnishes irrefutable evidence 
that the present government of the cult zeal- 
ously emulates the founder. Dr. Humiston has 
gathered from a nation-wide questionnaire, nu- 
merous cases showing the tragic results of Chris- 
tian Science treatment of helpless adults and still 
more helpless children. 

The book is a religious, moral and medical in- 
dictment of Eddyism and its claims. 

Fleming H. Revell Company, publishers, 158 
Fifth Avenue, New York; 17 N. Wabash Avenue, 





Chicago. Order from your bookseller or the 
publishers. Price, $3.50. 
AMERICAN BOARD OF OTOLARYN- 


GOLOGY 
An examination was held by the American 
Board of Otolaryngology on May 26, 1925, at the 
Medico-Chirurgical Hospital, Philadelphia, with 
the following result: 





ied aaa a Oe 137 
eee 20 
Total examined........... 157 


The next examination will be held at the Uni- 
versity of Illinois School of Medicine on October 
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19, 1925. Applications may be secured from the 
secretary, Dr. H. W. Loeb, 1402 South Grand 
Boulevard, St, Louis, Missouri. 





DR. ALBERT JOHN OCHSNER 


Albert John Ochsner, eminent surgeon and writer, 
died at his home in Chicago July 25 of angina pec- 
toris, aged 67. As a student in Rush Medical Col- 
lege, where he received the degree of M. D. in 1886, 
his capacity for hard work and accurate.thinking was 
recognized by members of the faculty who predicted 
that he would make his mark in the profession. After 
two years of study in Berlin and Vienna he married 
and began the practice that brought quick recognition 
and eventually world-wide reputation and wealth. As 
chief surgeon of Augustana and St. Mary’s Hospitals 
since 1896 his clinic became renowned and attracted 
surgeons from all parts of the United States. The 
following offices were held by him and the duties were 
performed with a high regard for his responsibilities 
and the uniform courtesy which bespeaks nobility of 
character: Professor of clinical surgery, University 
of Illinois since 1900; chairman section of surgery 
American Medical Association, 1900; president Clini- 
cal Congress of Surgeons of North America, 1910; 
president American College of Surgeons, 1923; presi- 
dent American Surgical Association, 1924. He was 
an honorary member of various American and foreign 
societies, 

As an author, Dr. Ochsner published an authorita- 
tive work on “Organization, Management and Con- 
struction of a Hospital” in 1907. His “Handbook on 
Appendicitis,” issued in 1906, popularized his so-called 
starvation treatment of that condition. Other works 
included “Clinical Surgery,” 1905; “Surgery of the 
Thyroid and the Parathyroid Glands,” 1910; “Surgi- 
cal Diagnosis and Treatment,” 1918. He edited the 
Year Book of Surgery, 1917-1923. 

During the war Dr. Ochsner was a major with 
base hospital unit No. 11 organized in Chicago by the 
Red Cross. 

He was active in the campaign to raise $1,000,000 
for the recent construction of a new wing of Augus- 
tana Hospital. 





NEW ABBOTT PLANT 


The new plant of the Abbott Laboratories, 
pictured below, and now nearly ready, will be, 
when occupied, the finest complete pharmaceuti- 
cal and research plant in the world. Here the 
newest synthetic, medicinal chemicals are made 
in large quantities by improved processes, insur- 
ing purity and accuracy. Here also are extract- 
ed from the crude drugs the medicinal principles 
used largely throughout the pharmaceutical in- 
dustry as well as by the medical profession, 

Larger quarters will be provided for the ex- 
tensive research work now being carried on by 
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a large staff of chemists and new buildings are 
being provided for the manufacture of the well- 
known Abbott pharmaceutical specialties. 


The administrative office of The Abbott Lab- 








oratories, located for many years in Ravens- 
wood, will be moved about October 1st of this year 
to the new plant. The postoffice address will be 
Waukegan, Ill, 25 miles north of Chicago on 
the C. & N. W. R. R. About 24 acres of ground 
are owned by the Abbott Company to provide for 
the future expansion of their business. 





G. D. SEARLE & CO, BUY RAVENSWOOD 
PLANT OF ABBOTT LABORATORIES 


Rea Estate Deat Invotvine Two Rapm 
Growing PHARMACEUTICAL CONCERNS 

G. D. Searle & Co., on Thursday, July 2, 
hought the Ravenswood plant of the Abbott Lab- 
oratories, at the southeast corner of Lawrence 
and Ravenswood avenues, for a reported $300,- 
000. The purchase was made through Dr. Claude 
H. Searle, president, and his son, J. G. Searle, 
treasurer, of the G. D. Searle & Co. 

On or before October 1st the Abbott Labora- 
tories will move to their new and larger quarters 
at North Chicago, which include a number of 
buildings on a twenty-four acre tract. 

G. D. Searle and Company are manufacturers 
of scientific chemical and pharmaceutical prod- 
ucts. This firm is an outgrowth of the old Searle 
and Hereth Company, established by Mr. G. D. 
Searle in 1888, and at present occupying their 
own building on Ravenswood avenue near Wilson, 
just a short distance from their new purchase. 
The remarkable growth of this concern made it 
necessary for them to seek more space, which for- 
tunately was found close by. 

The buildings occupy a ground space of 237x 
165 and will be used for offices, phamaceutical 
manufacturing and shipping, also research de- 
partment. 
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SUBSCRIBE TO THE LAY EDUCATIONAL 
FUND 


Ir Tus Constructive Work Is to CoNnTINUE 
Funps Must Be Provipep 


The fund subscribed a year and a half ago 
by a comparatively few doctors, for the purpose 
of inaugurating the Lay Educational Bureau of 
the Illinois State Medical Society, is exhausted. 
Not one penny of the original fund was in- 
judiciously spent. Results far-reaching in im- 
portance to the medical profession have thus far 
been accomplished by the Lay Educational Com- 
mittee. 

If the valuable work is to continue, additional 
money must be forthcoming. Second appeal for 
subscriptions for this worth while enterprise was 
mailed to members of the profession a short 
time ago. 

The lay education campaign cannot be prose- 
cuted without funds; it must be supported by 
popular subscription. It is hoped that every 
doctor will subscribe to this worthy cause. Seri- 
ous disease diverted from the incompetent will 
result in the saving of thousands of lives and 
will prevent much permanent invalidism. 

This campaign will achieve two great objec- 
tives. A gradual, but ultimate restoration of 
the medical profession to its merited place in the 
public sympathy and confidence and the inesti- 
mable benefits to humanity through the conse- 
quent prevention of disease and the preservation 
of life. 

For the convenience of those who have mislaid 
their letter of appeal from the State Society, 
we hereby reproduce the pledge card: 

Please sign and mail to the Illinois State 
Medical Society. 

To the Officers of the Illinois State Medical 
Society and Members of the Council: 

“T am in accord with the educational cam- 
paign, unanimously adopted by the House of 
Delegates of the Illinois State Society at the 
1922 meeting and the plan recommended by the 
Council of the Society, and as evidence of my 
desire to cooperate with the officers of the coun- 
cil and of the State Society, I hereby enclose 
my check for $......... to aid in defraying the 
expenses thereof: 


92 ILLINOIS MEDICAL JOURNAL August, 192. 


MAKE CHECKS PAYABLE TO THE ILLI- ..... 
NOIS STATE MEDICAL SOCIETY 
ND sos tacadepeceme cesassananiée copdie ee 
DE 6206 che cudniindeinescacthedivaseuee 
SP scawnevsagetieedc +4 60.6 EEE cence saanic 
Sign the above pledge card, make out a check 
payable to the Illinois State Medical Society and 
mail both in an envelope addressed as follows: 

From 


ee ee | 


ILLINOIS STATE MEDICAL SOCIETY, 
c/o Cashier, Sheridan Trust and Savings Bank, 
4738 Broadway, Chicago, Il. 

Below is a list of subscribers from Chicago 
and Cook County to the Lay Educational Fund 


as per letter recently sent physicians soliciting 
funds and cooperation. 
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R. H. Maguire, St. David i Roadway, Roanoke F. W. Wilcox, Minonk 
Marion County Medical Society W. R. Roberts, Cissna Park E. C. Williams, Downs 
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LAST CALL FOR DATA FOR THE MED- Illinois. Ed. by William Henry Perrin. Chicago, O. 


ICAL HISTORY OF ILLINOIS. SEND 
IN AT ONCE ANY OTHER MA- 
TERIAL YOU MAY H. VE 
OR CAN SECURE 

We present the following account of the re- 
spective county histories relating to Medical His- 
tory in the State of Illinois which are available 
now in the Chicago Historical Library. 


These histories are listed with verbatim copies 
of their titles, authors, publishers and dates of 
publication. The volumes cover a period from 
the beginning of settlement up until about 1880, 
There is a dearth of material on some of the 
counties. 


In case any of our readers have information 
other than that scheduled above that relates to 
medical history in the State of Illinois, we will 
appreciate your sending it in to the committee 
on Medical History, 6244 North Campbell Ave., 
Chicago. 


Quincy and Adams County history and representa- 
tive men. David F. Wilcox, ed. Chicago and New 
York, The Lewis publishing company, 1919. 

The genesis of Adams county, by William D. Barge. 

The history of Adams County, Illinois. Chicago, 
Murray, Williamson and Phelps, 1879. 

The genesis of Alexander County, by William D. 
Barge. 

History of Alexander, Union and Pulaski counties, 


L. Baskin & Co., historical publishers, 1883. 

Portrait and biographical record of Montgomery and 
Bond counties, Illinois. Chicago, Chapman Bros., 1892. 

The genesis of Bond County, by Wm. D. Barge. 

History of Bond and Montgomery counties, Illinois. 
Ed. by William Henry Perrin. Chicago, O. L. Baskin 
& Co., historical publishers, 1882. 

The past and present of Boone County, Illinois. 
Chicago, H. F. Kett & Co., 1877. 

The genesis of Boone County, by William D. Barge. 

Combined history of Schuyler and Brown counties, 
Illinois. Phil. W. R. Brink & Co., 1882. 

The Brown County ossuary (in Illinois State His- 
torical Society Journal, 1908, v. 1, p. 33-43), by 
Snyder, J. F. 

The genesis of Brown County, by Wm. D. Barge. 

Map of Bureau County with sketches of its early set- 
tlement. Chicago, Tribune Company, 1867. 

Beautiful Bureau. A collection of photographic re- 
productions of the picturesque, historical or otherwise 
interesting scenes of Bureau County, Illinois, by C. W. 
Skilling and C. H. Masters. Princeton, Illinois, 1894. 

The voters and tax-payers of Bureau County, IIli- 
nois. Containing also a biographical directory. Chi- 
cago, H. F. Kett & Co., 1877. 

The genesis of Bureau County, by William D. Barge. 

History of Bureau County, Illinois. Chicago, World 
Pub. Co., 1885. Bradsby, H., ed. 

Reminiscences of Bureau County, Illinois, by N. Mat- 
son. Princeton, Ill., Republican Book and Job Office, 
1872. 

Calhoun County business directory for 1869-70. 
Battle Creek, Mich., E. G. Rust, 1869. 

Portrait and biographical album of Pike and Calhoun 
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counties, Illinois. Chicago, Biographical publishing co., 
1891. 

The genesis of Calhoun County, by William D. 
Barge. 

The genesis of Carroll County, by William D. Barge. 

The history of Carroll County, Illinois. Chicago, 
H, F. Kett & Co., 1878. 

Some beginnings in central Cass County, Illinois 
(in Journal of the Illinois state historical society, 1917, 
v. 9, p. 470-482). 

County seat battles of Cass County, Illinois (in Illi- 
nois state historical society Journal, 1914, v. 7, p. 166- 
194). 

The genesis of Cass County, by Wm. D. Barge. 

Early history of the “Sangamon County,” being 
notes on the first settlements in the territory now com- 
prised within the limits of Morgan, Scott and Cass 
counties. Davenport, Iowa, 1873. 

History of Cass County, Illinois. 
Baskin & Co., 1882. 

Historical sketch of Cass County, Illinois: an oration 
delivered July 4, 1876, at Beardstown, Ill. Beardstown, 
Ill. “Cas County messenger,” 1876. 

The genesis of Champaign County by Wm. D. Barge. 

A history of the early settlement of Champaign 
County, Ill., by J. O. Cunningham. Urbana, Illinois, 
1876. Pub. in the Champaign County Herald. 

History of Champaign County, Illinois. Philadelphia, 
Brink, McDonough & Co., 1878. 

Portrait and bicgraphical record of Christian County, 
Illinois. Chicago, Lake City publishing co., 1893. 

History of Christian Co., Ill. Philadelphia, 
wardsville, Ill., Brink, McDonough & Co., 1880. 

The genesis of Christian county, Illinois, by Wm. 
D. Barge. 

The genesis of Clark County, by Wm. D. Barge. 

History of Crawford and Clark counties, Illinois. 
Ed. by Wm. Henry Perrin. Chicago, O. L. Baskin & 
Co., Historical Publishers, 1883. 

History of Wayne and Clay Counties, Illinois. 
cago, Globe pub. co., 1884. 

The genesis of Clay County, by Wm. D. Barge. 

History of Marion and Clinton Counties, Iliinois. 
Philadelphia, Brink, McDonough & Co., 1881. 

Portrait and biographical record of Clinton, Wash- 
ington, Marion and Jefferson Counties, Illinois. Chi- 
cago, Chapman publishing co., 1894. 

The genesis of Clinton County, 
Barge. 

The genesis of Coles County, by Wm. D. Barge. 

The history of Coles County, Illinois. Chicago, W. 
LeBaron, jr., & Co., 1879. : 

The genesis of Crawford County, by Wm. D. Barge. 

History of Crawford and Clark counties, Lllinois 
Ed. by Wm. Henry Perrin. Chicago, O. L. Baskin & 
Co, Historical publishers, 1883. 

The genesis of Cumberland County, by Wm. D 
Barge. 

Counties of Cumberland, Jasper and Richland, IIli- 
nois. Historical and biographical. Chicago, F. A. 
Battery & Co., 1884. 


Chicago, O. L. 


Ed- 


Chi- 
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DeKalb County Old Settlers’ association. 
laneous pamphlets. 

The voters and tax-payers of DeKalb County, Iili- 
nois ; containing also a biographical directory. Chicago, 
H. F. Kett & Co., 1876. 

The genesis of DeKalb County, 
Barge. 

History of DeKalb County, Illinois. 
Bassett, 1868. 

Portrait and biographical album of DeKalb County, 
Illinois. Chicago, Chapman brothers, 1885. 

History of DeWitt County, Illinois. By W. R. Brink 
& Co., 1882, Philadelphia. 

Portrait and biographical album of DeWitt and 
Piatt counties, Illinois. Chicago, Chapman bros., 1891. 

The genesis of DeWitt County. By William D. 
Barge. 

Douglas Co. Illinois historical; editors, Newton 
Bateman, Paul Selby. Douglas County biographical ; 
editor, John W. King. Chicago, Munsell pub. co., 1910. 

The genesis of Douglas Co., by Wm. D. Barge. 

Slavery in Douglas County (in State hist. soc. Jour- 
nal, 1918), by Reat, J. L. 

History of DuPage County, Illinois. Comp. under 
the direction and supervision of the Board of super- 
visors, 1876. Aurora, Ill, Knickerbocker & Hodder, 
1877. 

History of DuPage County, Illinois, by Rufus 
Blanchard. Chicago, O. L. Baskin & Co., 1882. 

DuPage Co., Ill. Blodgett, Henry W. 
raphy. Waukegan, 1906. 

A history of the county of DuPage, Illinois; con- 
taining some account of its early settlement. By C. 
W. Richmand & H. F. Vallette. Chicago, Steam 
presses of Scripps, Bross & Spears, 1857. 

The genesis of Edgar County. By Wm. D. Barge. 

The history of Edgar County, Illinois. Chicago, Wm. 
LeBaron, jr., & co, 1879. 

Letters from Illinois; illustrated by a map of the 
United States, showing Mr. Birbeck’s journey from 
Norfolk to Illinois and a map of English Prairie and 
the adjacent country, by John Melish. Phil. M. Carey 
and son, 1818. 

Combined history of Edwards, Lawrence and Wa- 


Miscel- 


by William D. 


Chicago, O. P. 


Autobiog- 


bash counties, Ill., with biographical sketches. Phila- 
delphia, J. L. McDonough & Co., 1883. 
History of the English settlement in Edwards 


County, Illinois, founded in 1817 and 1818, by Morris 


sirbeck and George Flower. By George Flower. Chi- 
cago, Fergus printing company, 1882. 
History of the English settlement in Edwards 


County, Illinois, founded in 1817 and -1818, by Morris 
Birbeck and George Flower. (Chicago Historical so- 
ciety’s collection, v. 1.) 

History of the English Settlement in Edwards 
County, Illincis. (Clippings from the Albion Register, 
1911-1912.) 

Letters from Lexington and the Illinois, containing a 
brief account of the English settlement in the latter 
territory and a refutation of the misrepresentations of 
Mr. Cobbett, by Richard Flower. London, Printed by 
C. Teulon, for J. Ridgway, 1819. 
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Letters from the Illinois, 1820-21; containing some 
account of the English settlement at Albion and its 
vicinity, and a refutation of various misrepresentations, 
those more particularly of Mr. Cobbett; with a letter 
from M. Birbeck, and a preface and notes by Benjamin 
Flower. London, James Ridgway, 1822. 

Personal narrative of travels in Virginia, Maryland, 
Pennsylvania, Ohio, Indiana, Kentucky; and of a resi- 
dence in the Illinois territory : 1817-1818, by Elias Pym 
Fordham; with facsimiles of the author’s sketches and 
plans; ed. by Frederic Austin Ogg. Cleveland, The 
A. H. Clark company, 1906. 

Two years’ residence in the settlement on the English 
prairie, in the Illinois country. By John Woods (1820- 
21). London, Longman, Hurst, Rees, Orme, and 
Brown, 1822. 

The genesis of Edwards County, by Wm. D. Barge. 

The Edwards County centennial celebration, Albion, 
Illinois, September 18, commemorating the centenary of 
the statehood of Illinois, the centenary of the beginning 
of the English settlement of Edwards County, the cen- 
tenary of the founding of Albion. Comp. by Walter 
Colyer. Albion, Ill., Albion register print, 1918. 

The genesis of Effingham County, by Wm. D. Barge. 

History of Effingham County, Illinois. Edited by 
Wm. Henry Perrin. Chicago, O. L. Baskin & Co., 
1883. 

Genesis of Fayette County. By Wm. D. Barge. 

Historical Encyclopedia of Illinois, ed. by Newton 
Bateman, LL.D., Paul Selby, A.M.; and history of 
Fayette County, ed. by Robert W. Ross, John J. Bull- 
ington. Chicago, Munsell publishing company, 1910. 

The genesis of Ford County, by Wm. D. Barge. 

The genesis of Franklin County, by Wm. D. Barge. 

Scrap-book of Fulton County, Ill. (Lewistown 
weekly Republican, October 1, 1897.) 

The genesis of Fulton County, by Wm. D. Barge. 

History of Fulton County, Illinois. C. C. Chap- 
man & Co., 1879. 

Genesis of Gallatin County. By William D. Barge. 

The genesis of Greene County. By William D. 
Barge. 

Greene County: born 100 years ago (in IIl. state hist. 
soc. Journal, 1920), by Bradshaw, Charles. 

Historical Encyclopedia of Illinois, ed. by Newton 
Bateman, LL.D., Paul Selby, A.M., and history of 
Grundy County (historical and biographical) by special 
authors and contributors. Chicago, Munsell publishing 
company, 1914. 

Historicai oration delivered at Morris, Ill., July 4th, 
1876. Morris, Ill., Reformer office, 1876. 

The genesis of Grundy County, by William D. Barge. 

History of Grundy County, Illinois. Chicago, O. L. 
Baskin & Co., 1882. 

The genesis of Hamilton County. By William D. 
Barge. 

History of Hancock County, Illinois. By Th. Gregg. 
Chicago, C. C. Chapman & Co., 1880. 

The genesis of Hancock County. By Wm. D. Barge. 

Historical Encyclopedia of Illinois, ed. by Newton 
Bateman, Paul Selby, J. S. Currey; and History of 
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Hancock County, ed. by C. J. Scofield. Chicago, Mun- 
sell pub. co., 1921. 

The Biographical Review of Johnson, Massac, Pope 
and Hardin counties, Illinois. Chicago, Biographical 
publishing co., 1893. 

The genesis of Hardin County, by Wm. D. Barge. 

Recollections of pioneer and army life, by Matthew 
H, Jamison, lieutenant E company, Tenth regiment. 
Illinois veteran volunteer infantry. Kansas City, Hud- 
son press (1911). 

The genesis of Henderson County, by Wm. D. 
Barge. 

History of Mercer and Henderson Counties, together 
with biographical matter, statistics, etc. Chicago, I! 
H. Hill and company, 1882 

The history of Henry County, Illinois, its tax-pay- 
ers and voters; containing, also, a biographical direc- 
tory. Chicago, H. F. Kett & Co., 1877. 

Henry Co., Ill. History. A scrap book. 

Old Settlers’ reunion. Iroquois, August 13th, 14th 
and 15th, 1879. Iroquois County Times print. 

Portrait and biographical record of Iroquois County, 
Illinois. Chicago, Lake city publishing co., 1893. 

The genesis of Iroquois County, by William D. 
Barge. 

History of Iroquois County. By H. H. Beckwith. 
Chicago, H. H. Hill and company, 1880. 

History of Jackson County, Ill. Philadelphia, Brink, 
McDonough & Co., 1878, 

The genesis of Jackson County, by Wm. D. Barge. 

Counties of Cumberland, Jasper and Richland, IIli- 
nois. Historical and biographical. Chicago, F. A. 
Battery & Co., 1884. 

Portrait and biographical record of Clinton, Wash- 
ington, Marion and Jefferson counties, Illinois. Chi- 
cago, Chapman publishing co., 1894. 

The genesis of Jefferson County. By William D 
Barge. 

History of Jefferson County, Illinois. Ed. by Wm. 
Henry Perrin. Chicago, Globe publishing co., 1883. 

Historical sketch of Jersey County, Illinois. Deliv- 
ered at Jerseyville, July 4, 1876. Jacksonville, IIl., 
Courier printing house, 1876. 

Index of historical sketch of Jersey County, Ill. by 
B. B. Hamilton, Jacksonville, Ill., 1876. 

History of Greene and Jersey Counties, Illinois. 
Continental historical co., Springfield, Ill., 1885. 

Address of Hon. S. V. White, delivered at Chau- 
tauqua, Ill, July 19, 1900, reminiscences of Jersey 
County, Ill, from 1835 to 1850. 

The genesis of Jersey County. By William D. Barge. 

An economic and social study of the lead region 
in Iowa, Illinois and Wisconsin. By O. G. Libby, 
and others. 

Mines of Jo Daviess county (in Ill. state hist. lib. 
Publications, 1903). 

Business Directory of Jo Daviess County, Illinois. 
Galena, Ill., D. W. Scott, 1866. 

The genesis of Jo Daviess County. By William D. 
Barge. 

The history of Jo Daviess County, Illinois, also a 
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biographical directory of its citizens. 
Kett & Co., 1878. 

The Biographical review of Johnson, Massac, Pope 
and Hardin counties, Illinois. Chicago Biographical 
publishing co., 1893. 

The genesis of Johnson County, Illinois, by Wm. D. 
Barge. 

A Tribute from the Koregraphic organization to 
Kane County, Ill. Aurora, Ill. Aurora daily beacon, 
1892, 

Military History of Kane County, IIlinois (in III. 
state historical society Journal, 1915). 

Commemorative biographical and historical record of 
Kane county, Illinois. By Pliny A. Durant and others. 
Chicago, Beers, Leggett & co., 1888. 

Commemorative portrait and biographicai record of 
Kane and Kendall counties, Illinois. Chicago, Beers, 
Leggett & Co., 1888. 

DeKalb County manufacturer; containing material 
on Kane Co. DeKalb, Ill., Chronical press and bind- 
ery. 

Art work of Kane County, Illinois, Chicago, Gravure 
illustration company, 1918. 

The genesis of Kane County. By William D. Barge. 

Historical encyclopedia of Illinois, ed. by Newton 
Bateman, Paul Selby, and History of Kane County, 
Illinois, ed. by J. S. Wilcox. Chicago, Munsell Pub. 
co., 1904. 

The past and present of Kane County, Illinois. Chi- 
cago, Wm. LeBaron, jr., & Co., 1878. 

Proceedings of the Kane County bar relative to the 
circuit judge. 

The genesis of Kankakee County. By William D. 
Barge. 

Biographical directory of the voters and tax-payers 
of Kendall County, Illinois. Chicago, G. Fisher & Co., 
1876, 

The genesis of Gendall Co., by Wm. D. Barge. 

History of Kendall Co., Illinois, from the earliest dis- 
coveries to the present time. Aurora, IIl., Knicker- 
bocker & Hodder, 1877, by Hiske, E. 

Portrait and biographical album of Knox County, 
Illinois. Chicago, Chapman Brothers, 1886. 

The Genesis of Knox County, by Wm. D. Barge. 

Centennial annals of Knox County, Illinois, 1818- 
1819; arranged and presented to the Rebecca Parke 
chapter, Daughters of the American Revolution, Gales- 
burg, Illinois, by Ella Parke Lawrence (Mrs. Geo. A.). 

History of Knox County, Illinois; record of its 
volunteers in the late war, and biographical sketches, 
by Chas. C. Chapman & Co., Chicago, Blakely, Brown 
& Marsh, printers, 1878. 

A history of Lake County, Illinois, by John J. Hal- 
sey, editor; C. C. Travey, projector. Philadelphia, R. 
C. Bates, 1912. 

History of Lake County. Chicago, Munsell publish- 
ing company. 

The past and present of Lake County, Illinois, con- 
taining a history of the county; a biographical di- 
rectory, war record, early settlers, statistics, history of 
Illinois, the Northwest. Chicago, Wm. LeBaron & Co., 
1877. 


Chicago, H. F. 


August, 1925 


Old Settlers’ association of LaSalle Co., Ill. Annual 
reunion and picnic of the Old Settlers’ association of 
LaSalle County. Clippings from the Ottawa Repub- 
lican, Aug. 26, 1875; Aug. 23, 1877; Aug. 31, 1882; 
Sept. 3, 1891; Aug. 30, 1894. 

History of LaSalle Co., Illinois. Its topography, 
geology, botany, natural history, history of the Mound 
builders, Indian tribes, French explorations, and a 
sketch of the pioneer settlers of each town to 1840, 
with an appendix, giving the present status of the 
county, its population, resources, manufactures and 
institutions, by Elmer Baldwin. Chicago, Rand, Mc- 
Nally & Co., printers, 1877. 

History of LaSalle County, Illinois, and biographies 
of representative citizens. Also a condensed history of 
Illinois. Chicago, Inter-state publishing co., 1886. 

The past and present of LaSalle County, Illinois. 
containing a history of the county—its cities, towns, 
&c., a biographical directory of its citizens, war record 
of its volunteers in the late rebellion, portraits of early 
settlers & prominent men, general and local statistics, 
map of LaSalle County, history of Illinois, Constitu- 
tion of the United States, miscellaneous matters, etc., 
etc. Chicago, H. F. Kett & Co., 1877. 

Keyes, Robert F. comp. LaSalle County general 
directory for 1872-3. Pub. by R. F. Keyes & Co, 
comp. by Robert F. Keyes. Joliet, Ill, Joliet Repub- 
lican steam printing house, 1872. 

LaSalle Co., Ill., Directory. Chicago, W. H. Rand, 
book and job printer, 1865, 

The genesis of LaSalle County. 
Barge. 

The genesis of Lawrence County. By William D. 
Barge. 

Combined history of Edwards, Lawrence and 
Wabash Counties, Ill, with illustrations descriptive 
of their scenery and biographical sketches of some 
of their prominent men and pioneers. Philadelphia, 
J. L. McDonough & Co., 1883. 

Historical Notes on Lawrence County, Illinois (in 
Ill, state hist. soc. Journal, 1917.) White, M. T. 

Clippings on the history of Lee County. (From 
the Dixon Weekly Citizen, May 28, 1914.) 

History of Dixon and Lee County: chronological 
record showing the current events and many inter- 
esting reminiscences. Biography of Father Dixon. 
Sketch of our first schools by Dr. Oliver Everett: a 
full list of soldiers that left Dixon for the war 
of the rebellion, etc. Dixon, Ill, Dixon Telegraph 
print. 1880. Cover title: History of Dixon and Pal- 
myra from 1827 to 1880. 

History of Dixon and Lee County. A retrospective 
sketch of the past, a bird’s-eye view of the present, 
and a glimpse at the future. Dixon, Ill, Telegraph 
and herald co., printers, 1870. 

Early Lee County; being some chapters in the his- 
tory of the early days in Lee County, Illinois, by 
William D. Barge. Chicago, Barnard & Miller, 
printers, 1918. 

Historical Encyclopedia of Illinois, ed. by Newton 
Bateman, LI.D., Paul Selby, A. M.; and history of 


By William D. 
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Lee County, ed. by Mr. A. C. Bardwell. 
Munsell Publishing Company, 1904. 

The genesis of Lee County. By William Barge. 

History of Lee county, Ill., with biographical mat- 
ter, statistics, etc. Chicago, H. H. Hill and Co., 1881. 

Romantic villages of northern Illinois by Mcllvaine, 
Caroline Margaret. 

Recollections of the pioneers of Lee County. Dixon, 
Ill, Inez A. Kennedy, 1893. Published for the Lee 
County Columbian Club. 

The genesis of Livingston County. By William D, 
Barge. 

Historical sketch of the baptist denomination in Liv- 
ingston County. (In Illinois state hist. soc. Journal, 
1918.) By Benden, Edwin. 

The history of Livingston county, Illinois, directory, 
war record, portraits of early settlers and prominent 
men. Statistics. Chicago, W. LeBaron, jr., & Co., 
1878. 

Livingson county historical association Bulletin no. 
1. Pontiac, Kiwanis club, 1925. 

The biographical record of Logan county, Illinois. 
Chicago, The S. J. Clarke publishing company, 1901. 

The genesis of Logan County. By William D. Barge. 

History of Logan County, Illinois; its past and 
present, containing a biographical directory, war record, 
portraits of early settlers, statistics. Chicago, Donnelly, 
Loyd & co., 1878. 

The American pioneer, a monthly periodical, de- 
voted to the objects of the Logan historical society; 
or, to collecting and publishing sketches relative to 
the early settlement and successive improvement of 
the country. v.12; Jan., 1842-Oct., 1843. Cincin- 
nati, O., J. S. Williams, 1842-43. 

Pioneers of Macon County and the civil war. (In 
Ill. state hist. soc. Journal, 1923). Baker, N. M. 

The genesis of Macon County. By William D 
Barge. 

History of Macon County, Illinois; with illustrations 
descriptive of its scenery, and biographical sketches 
of some of its prominent men and pioneers. Phil. 
Brink, McDonough & Co., 1880. 

History of Macon County, Illinois, from its organ- 
ization to 1876. By John W. Smith. Springfield, 
Rokker’s printing house, 1876. 

History of Macoupin County, Illinois, and bio- 
graphical sketches of some of its prominent men and 
pioneers. Philadelphia, Brink, McDonough & Co. 
1879. 

Biographical record of leading citizens of Macoupin 
County, Illinois. Chicago, Richmond & Arnold, 1904. 

The genesis of Macoupin County. By William D. 
Barge. 

History of Madison County, Illinois. With bio- 
graphical sketches Edwardsville, Ill. W. R. Brink & 
Co., 1882. 

Souvenir program: the historical pageant of Madison 
County; written and produced by Thomas Wood 
Stevens, Edwardsville, Illinois, September 17, 18, 19, 
1912. 

Madison Co., Ill. Centennial 
Edwardsville intelligencer. 


Chicago, 


celebrations, etc. 
Edwardsville intelligencer. 


EDITORIAL 97 


Madison County centennial edition, 1912. Issued as a 
special number of the Edwardsville Intelligencer, 
Aug. 31, 1912. 

Gazatteer of Madison County, containing historical 
and descriptive sketches of Alton City, Upper Alton, 
Edwardsville and other towns, including some account 
of the resources of the various townships. Alton, 
Ill., comp. and pub. by James T. Hair, 1866. 

The genesis of Madison County by Wm. D. Barge. 

Madison Co., Ill. History. A memoir of Nathaniel 
Buckmaster, who was born in Calvert County, Mary- 
land. By Mrs. Catherine Buckmaster Curran. Alton, 
Til, 1914. 

Madison County, Ill. History. 
at the mouth of Wood river. 
Journal, 1920.) 

Report to the thirty-third general assembly, con- 
cerning the use of the state militia in suppressing riots 
and preserving the peace, in Madison and St. Clair 
Counties in May, 1883. Springfield, IIl., 1883. 

Madison Co., Ill. Sources. “Letter from Gov. 
Edward Coles to the late Senator W. C. Flagg—Early 
settlements in Madison County.” From the Alton 
Gaily times, July 25 & 28, and Aug. 19, 1910. 

History of Marion and Clinton counties, Illinois. 
With biographical sketches. Philadelphia, Brink, Mc- 
Donough & Co., 1881. 

Portrait and biographical record of Clinton, Wash- 
ington, Marion and Jefferson Counties, Illinois. Chi- 
cago, Chapman publishing Co., 1894. 

The genesis of Marion County. By Wm. D. Barge. 

Brinkerhoff’s history of Marion County, Illinois 
By Prof. J. H. G. Brinkerhoff. Indianapolis, Ind., 
Bowen & Co., 1909. 

Genesis of Marshall County. By William D. Barge. 

Records of the olden time; or Fifty years on the 
prairies. Embracing sketches of the discovery, ex- 
ploration and settlement of the country. Lacon, IIl 
Home Journal steam printing establishment, 1880. 

History of Putnam and Marshall counties, embrac- 
ing an account of the settlement of Bureau and Stark 
counties. By Ford, Henry A. Lacon, IIl., The author, 
1860, 

Centennial history of Mason County, including a 
sketch of the early history of Illinois. By Joseph 
Cochrane. Springfield, Ill., Rokker’s steam and print- 
ing house, 1876. 

The genesis of Mason County. 
Barge. 

The history of Menard and Mason counties, Illinois. 
Chicago, O. L. Baskin & Co., 1879. 

Pioneers of Menard and Mason counties. By On- 
stot, T. G. Forest City, Ill, T. G. Onstot, 1902. 

No histery on Massac County except three books 
giving a history of Fort Massac. 

The genesis of McDonough County. 
Barge. 

History of the underground railroad in McDonough 
County, Ill, (In Ill. state hist. soc. Journal.) 
History of McDonough County, Illinois. 

field, Ill, D. W. Lusk, 1878. 


Lewis and Clark 
(In Ill. state hist. soc. 


By William D. 


By Wm. D. 


Spring- 





98 ILLINOIS MEDICAL JOURNAL 


Biographical directory of the tax-payers and voters 
of McHenry County; containing also a historical sketch 
of the county. Chicago, C. Walker & Co., 1877. 

History of McHenry County, Illinois, together with 
biographies of -representative citizens. Chicago, Inter- 
state publishing co., 1885, 

The genesis of McHenry County, Illinois by Wm. 
D. Barge. 

An ancient Indian fort; some account of its history, 
with an outline of the works. Bloomington, IIl., 1881. 

The preparation and spinning of flax and wool. As 
practiced by the pioneers of central Illinois. By Milo 
Custer. Bloomington, IIl., 1912. 

McLean County Historical society. 
pamphlets. ) 

Historical encyclopedia of Illinois ed. by Newton 
Bateman, LI.D., Paul Selby, A.M.; and history of 
McLean County, ed. by Ezra M. Prince, John H. 
Burnham. Chicago, Munsell Publishing Company, 
1908, 

A gazetteer of McLean County, containing historical 
and descriptive sketches. Comp. and pub. by Bailey 
& Hair. Chicago, J. C. W. Bailey, printer, 1866. 

Gould’s McLean County directory for 1875-76. 
Bloomington, Ill., D. B. Gould. 

The genesis of McLean County by Wm. D. Barge. 

Historical Encyclopedia of Illinois, ed. by Newton 
Bateman, LI.D., Paul Selby, A.M.; and history of 
McLean County, edited by Ezra M. Prince, John H. 
Burnham. Chicago, Munsell Publishing Co., 1908. 

The Good Old Times in McLean County, Illinois, 
containing sketches of Old Settlers, a complete his- 
torical sketch of the Black Hawk War, and all mat- 
ters of interest relating to McLean County. Written 
by Dr, E. Duis. Bloomington, The Leader publish- 
ing company, 1874, 

The history of McLean County, Illinois. 
Wm. LeBaron, jr., & Co., 1879. 

Transactions of the McLean County historical so- 
ciety, Bloomington, Illinois. v.1. 

Mysterious Indian battle grounds. 
hist. lib. Publications, 1913.) 

The genesis of Menard County. By Wm. D. Barge. 

The history of Menard and Mason Counties, Illinois. 
Chicago, O. L, Baskin & Co., 1879. 

Pioneers of Menard and Mason counties; by T. G. 
Onstot. Forest City, Ill, T. G. Onstot, 1902. 

The genesis of Mercer County. By Wm. D. Barge. 

History of Mercer and Henderson Counties. Chi- 
cago, H. H. Hill and company, 1882. 

The genesis of Monroe County. 
Barge. 

Combined history of Randoph, Monroe and Perry 
counties, Ill. Philadelphia, J. L. McDonough & Co., 
1883. 

A Woman’s story of pioneer Illinois, by Christiana 
Holmes Tillson; ed. by Milo Milton Quaife. Chi- 
cago, R. R. Donnelly & Sons company, 1919. 

Portrait and Biographical record of Montgomery 


and Bond counties, Illinois. Chicago, Chapman bros., 
1892. 


(Miscellaneous 


Chicago, 


((In Ill. state 


By William D. 


Angust, 1925 


The genesis of Montgomery County. By Wm. D. 
Barge. 

History of Bond and Montgomery Counties, Illinois, 
ed. by Wm. Henry Perrin. Chicago, O. L. Baskin & 
Co., 1882. 

Early history of the “Sangamon Country”; being 
notes on the first settlements in the territory now 
comprised within the limits of Morgan, Scott and 
Cass Counties. Davenport, Iowa, 1873. 

Historic Morgan and Classic Jacksonville, comp. in 
1884-'85. By Charles M. Eames. Jacksonville, IIl., 
printed at the Daily journal printing office, 1885. 

History of Morgan County, Illinois; its past and 
present. Chicago, Donnelly, Loyd and Co., 1878. 

The genesis of Morgan County. By Wm. D. Barge. 

The genesis of Moultrie County. By Wm. D. Barge. 

Combined history of Shelby and Moultrie counties, 
Illinois. Philadelphia, Edwardsville, Ill, Brink, Mc- 
Donough & Co., 1881, 

Clippings on Ogle County. 
March 25, 1915. 

The history of Ogle county, Illinois. 
Kett & Co., 1878. 

The genesis of Ogle County. By Wm. D. Barge. 

Sketches of the history of Ogle County, Ill. Writ- 
ten for the Polo advertiser. Polo, Ill, H. R. Ross. 
1859. 

Romantic villages of northern Illinois. 
Caroline Margaret. 

The history of Peoria County, Illinois. 
Johnson & Company, 1880. 

The genesis of Perry County, Illinois. 
Barge. 

Combined history of Randolph, Monroe and Perry 
Counties, Illinois. Philadelphia, J. L. McDonough & 
Co., 1883. 

History of Piatt Co. 
printers, 1883. 

Portrait and biographical album of DeWitt and 
Piatt Cos., Ill. Chicago, Chapman bros., 1891. 

The genesis of Piatt County. By William D. Barge. 

History of Pike County, Illinois. Chicago, C. C. 
Chapman & Co., 1880. 

Portrait and biographical album of Pike and Cal- 
houn counties, II. 

The genesis of Pike county, by Wm. D. Barge. 

Pike County settled 1820 (in III. state hist. soc. 
Journal, 1920.) 

The biographical review of Johnson, Massac, Pope 
and Hardin Counties, Illinois. Chicago, Biographical 
publishing co., 1893. 

The genesis of Pope County. By Wm. D. Barge. 

History of Massac County, Illinois. By O. J. Page. 
Metropolis, 1900. 

The genesis of Pulaski County. By Wm. D. Barge. 

History of Alexander, Union and Pulaski counties, 
Illinois. ed. by Wm. Henry Perrin. Chicago, O. L. 
Baskin & Co., 1883. 

The genesis of Putnam County. 
Barge. 

Records of the olden times; or Fifty years on the 


(Tri-County Press.) 


Chicago, H. F. 


Mcllvaine, 
Chicago, 


By Wm. D. 


Chicago, Shepard & Johnston, 


By William D. 
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prairies. Lacon, Ill, Home journal steam printing 
establishment, 1880. 

History of Putnam and Marshall Counties. Lacon, 
lll., Ford, Henry A., author, 1860. 

First two counties of Illinois and their people. (In 
Illinois historical soc. pub. no. 22 p. 35-42.) 

A directory, business mirror and historical sketches 
of Randolph, Alton, Ill., Courier printing house, 1859. 

The genesis of Randolph. County. By Wm. D. 
Barge. 

Combined history of Randolph, Monroe and Perry 
counties, Ill. Philadelphia, J. L:; McDonough & Co., 
1883. 

The genesis of Richland County. 
Barge. 

Counties of Cumberland, Jasper and Richland, IIli- 
nois. Historical and biographical. Chicago, F. A. 
Battery & Co., 1884. 

The genesis of Rock Island County. 
Barge. 

A history of Rock Island arsenal, by Major D. W. 
Flagler. Washington, Govt. printing off., 1877. 

Early Rock Island, by Wm. A. Meese. ~ Published 
under the auspices of the Rock Island County his- 
torical society. Moline, Ill., Press of Desaulniers & 
co., 1905. 

The genesis of Saline County. By Wm. D. Barge. 

Babeuf’s Directory of the city of Springfield and 
Sangamon Co., Illinois. Springfield, Babeuf, 

Springfield city directory, and Sangamon County 
advertiser, for 1855-6. Comp. by E. R. Hall. First 
publication. Springfield, Birchall & Ogen, 1855. 

History of the early settlers of Sangamon County, 
Illinois. By John Carroll Power, assisted by his wife, 
Mrs. S. A. Power. Under the auspices of the old 
settlers society. Springfield, Ill, E. A. Wilson & Cc., 
1876. 

The genesis of Sangamon County. By Wm. D 
Barge. 

History of Sangamon County, [IIlinois. 
Inter-state pub. co., 1881. 

Historical encyclopedia of Illinois, ed. by Newton 
Bateman, I1.D., Paul Selby, A.M.; and history of 
Schuyler County, ed. by Howard F. Dyson. Chicago, 
Munsell publishing Company, 1908. 

The genesis of Schuyler Co. By Wm. D. Barge. 

Combined history of Schuyler and Brown Counties, 
illinois. Philadelphia, W. R. Brink & Co., 1882. 

Early history of the “sangamon Country”: being 
notes on the first settlements in the territory now 
comprised within the limits of Morgan, Scott and 
Cass Counties. Davenport, Iowa, 1873. 

The genesis of Scott County. By Wm. D. Barge. 

Historical sketch of Scott County, Illinois, by N. M. 
Knapp. Winchester, Ill., Times job printing house, 
1876, 

Combined history of Shelby and Moultrie Counties, 
Illinois. Philadelphia, Edwardsville, Ill., Brink, Mc- 


By Wm. D. 


By Wm. D. 


Chicago, 


Donough & Co., 1881. 

Historic sketch and biographical album of Shelby 
Co., Ill. Shelbyville, Ill, The Wilder publishing com- 
pany, 1900. 
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The genesis of Shelby County, by Wm. D. Barge. 

Some side lights of the early history of Stark 
County, Ill. (In Ill. state hist. soc. Journal.) 

An address delivered before the Old Settlers asso- 
ciation of Stark County, Illinois, at Toulon, Sept. 7, 
1892, by Todd, J. F. 

Documents and biography pertaining to the settle- 
ment and progress of Stark County, Illinois, relating 
to Indian history, original settlement, organization and 
politics. Chicago, M. A. Leeson & Co., 1887. 

Two pioneer doctors. (In III. state hist. soc. Journal, 
1920), by Sandham, W. R. 

The genesis of Stark County. By Wm. D. Barge. 

Stark Co., Ill, and its pioneers. Cambridge, II1., 
B. W. Seaton, 1876. 

History of St. Clair, Illinois, with biographical 
sketches. Philadelphia, Brink, McDonéugh & Co., 
1881, 

First two counties of Illinois and their people. (In 
Illinois historical society. Pub. no. 22, p. 35-42.) 

Portrait and Biographical record of St. Clair County, 
lll. Chicago, Chapman bros., 1892. 

The genesis of St. Clair County. 
Barge. 

Historical encyclopedia of Illinois; ed. by Newton 
Bateman and Paul Selby; and history of St. Clair 
County; ed. by A. S. Wilderman and A. A. Wilder- 
man. Chicago, Munsell pub. co., 1907. 

Illinois state historical library Publications, 1905. 

History of St. Clair County, Illinois. Prepared for 
the County centennial celebration of American In- 
dependence, July 4th, 1876. Bellesville, Ill, “Advo- 
cate” steam printing house, 1876. 

Historical sketch of Stephenson County, Ill. (Free- 
port Journal, supplement, July 5, 1876. 

Freeport and Stephenson County directory, 1898-929 
Freeport directory company, compilers. Freeport, III, 
W. H. Wagner & Sons, printers, 1898. 

Freeport city and Stephenson County directory, 
1892-3. Chicago, U. S. central pub. co 

Freeport city directory, Stephenson gazatteer and 
farmers’ and land owners’ directory, also a classified 
business directory of Stephenson County, Illinois, 1889- 
90. Upper Alton, Ill., J. E. Ross & Co. 

The History of Stephenson County, Illinois. Chi- 
cago, Western historical co., 1880. 

Sketches of the history of Stephenson County, IIL, 
written for the editor of the Freeport bulletin. Free- 
port, Ill. Printed and published by J. O. P. Burnside. 

Rockford and Freeport general and business direc- 
tories for the year 1857. Chicago, Hall & McEvoy, 
1857. 

The genesis of Stephenson County. By William D. 
Rarge. 

The genesis of Tazewell County. By William D. 
Barge. 

The Genesis of the courts of Tazewell county, IIli- 
nois. (In Ill state hist. soc. Journal, 1913.) 

The genesis of Union County. By William PD. 
Barge. 

History of Alexander, Union and Pulaski counties, 


By William D. 
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Ill. Ed. by William Henry Perrin. Chicago, O. L 
Baskin & Co., 1883. 

History of Vermilion county, together with historic 
notes on the northwest. Chicago, H. H. Hill & Co. 
1879, 

Danville city directory for 1889, to which is added 
a complete business directory of Vermilion County. 

Compiled and published by Norvell & Graham. 
Danville, Ill, Oscar Freese, printer, 1889. 

The past and present of Vermilion County, Illinois. 
Chicago, The S. J. Clarke publishing co., 1903. 

The genesis of Vermilion County. By Wm. D. 
Barge. 

Combined history of Edwards, Lawrence and 
Wabash Counties, Ill. Philadelphia, J. L. McDonough 
& Co., 1883s 

Pioneers of Wabash county. “(In III. state hist. 
soc. Journal, 1919.) 

The genesis of Wabash County. By Wm. D. Barge. 

Historical sketch of Wabash county, Illinois. (In 
lil. state hist. soc. Journal, 1918.) 

The past and present of Warren County, Illinois. 
Chicago, H. K. Kett & Co., 1877. 

The gencsis of Warren County. By William D. 
Barge. 

Portrait and biographical record of Clinton, Wash- 
ington, Marion and Jefferson counties, Illinois. Chi- 
cago, Chapman publishing co., 1894. 

The genesis of Washington County. By Wm. D. 
Barge. 

History of Wayne and Clay Counties, Illinois. Chi- 
cago, Globe pub. co., 1884. 

The genesis of Wayne County. 
Barge. 

History of White County, Ill. Chicago, Inter-state 
pub. co., 1883. 

The genesis of White County. By Wm. D. Barge. 

History of Whiteside County, Illinois. Ed. by Chas. 
Bent. Morrison, Ill. (Clinton, Ia, L. P. Allen, 
printer), 1877. 

The biographical record of Whiteside County, IIli- 
nois. Chicago, The S. J. Clarke publishing Company, 
1900. 

Whiteside County, Ill.: clippings. 

The genesis of Whiteside County. 
Barge. 

The history of Will County, Illinois. Chicago, W. 
LeBaron, jr., & Co., 1878. 

The old settlers’ seventh annual reunion. (Clippings 
from the Joliet republican and sun, September 9, 1887.) 

Will County pioneer association. Annual reunion, 
1886, Joliet. 

Will County 6m the Pacific slopes, a historical sketch 
by George H. Woodruff. Joliet, Ill, The Joliet Re- 
public and Sun, 1885. ’ 

The genesis of Will Co. Ill. By Wm. D. Barge. 

The history of Will County, Illinois, containing a 
history of the county. History of the northwest. 
Chicago, Wm. LeBaron, jr., & Co., 1878. 

Souvenir of settlement and progress of Will County, 
Ill. Chicago, Historical directory, 1884. 

Fifteen years ago; or, The patriotism of Will 


By William D. 


By Wm. D. 
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County. Printed and published for the author by 
James Goodspeed. Joliet, 1876. 

Forty Years ago. A contribution to the early his- 
tory of Joliet and Will County. Published by Jas. 
Goodspeed. Joliet Republican printing house, 1874. 

Will County pioneer association annual reunion, 1886. 
Joliet. 

The history of Williamson County, Illinois. From 
the earliest down to the present, by Milo Erwin. 
Marion, IIl., 1876. 

The genesis of Williamson County. By William D. 
Barge. 

Historical Encyclopedia of Illinois, edited by Newton 
Bateman, LI.D, Paul Selby, A.M., and history of 
Winnebago County, edited by Charles A. Church. 
Chicago, Munsell pub. co., 1916. 

The history of Winnebago County, Illinois, its past 
and present. Chicago, H. F. Kett & Co., 1877. 

Rockford and Freeport general and business direc- 
tories, and Winnebago and Stephenson Counties ad- 
vertisers for 1857. Hall & McEvoy, 1857. 

Past and Present of the city of Rockford and 
Winnebago County, Ill, by Chas. A. Church, assisted 
by H. H. Waldo. Chicago, The S. J. Clarke publishing 
Co., 1905. 

The genesis of Winnebago County. By Wm. D. 
Barge. 

History of Rockford and Winnebago County, Illinois, 
from the first settlement in 1834 to the civil war, 
by Chas. C. Church; Pub. by the New England So- 
ciety of Rockford, Ill. Rockford, Ill, W. P. Lamb, 
printer, 1900. 

Geography, history and civics of Woodford County, 
Illinois; ed. by Roy L. Moore. Pub. under the direc- 
tion of the Woodford Teachers’ Association (1913.) 

History of Woodford County. By Roy L. Moore. 
Eureka, Ill., Woodford County republican, 1910. 

Soldiers of the war of 1812, whose bounty and 
grants were located in Woodford County, Blooming- 
ten, Ill, 1913, 

The genesis of Woodford County. By William D. 
Barge. 

The past and present of Woodford County, Illinois. 
Chicago, Wm. LeBaron, jr., & Co., 1878. 





PROGRAM INTER-STATE POST GRADUATE 
ASSEMBLY OF AMERICA 
St. Paul, Minnesota 
October 12, 13, 14, 15, and 16, 1925 
General headquarters for all scientific sessions and 
exhibits: St. Paul Auditorium 
Hotel headquarters: St. Paul Hotel. 


FIRST DAY 


Monday, October 12, 7 A. M. 

1. Diagnostic Clinic (Medical). Diseases of the 
blood or heart cases. Dr. Charles S. Williamson, 
Professor of Medicine, University of Illinois College 
of Medicine, Chicago, Illinois. 

2. Diagnostic Clinic (Surgical). Dr. William S. 
Baer, Associate Professor of Orthopedic Surgery, 
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Johns Hopkins University Medical Dept., Baltimore, 
Maryland. 

3. Diagnostic Clinic (Oto-laryngology). Dr. Hanau 
W. Loeb, Dean and Professor of Ear, Nose and 
Throat Diseases, St. Louis University School of Medi- 
cine, St. Louis, Missouri. 


Intermission 
Review Exhibits 

40. Diagnostic Clinic (Surgical). Dr. E. Starr 
Judd, Professor of Surgery, Minnesota Graduate 
School of Medicine, Rochester, Minnesota. 

5. Diagnostic Clinic (Surgical). (a) Non-specific 
lung suppuration, such as bronchiectasis or bronchec- 
tatic abscess of the lung in combination with a patient 
suffering from pulmonary tuberculosis; (b) Cancer 
of the esophagus, breast, thromboangitis obliterans, 
cholecystitis with or without stones. Dr. Willy Meyer, 
Professor of Surgery, New York Post-Graduate 
School of Medicine, New York, N. Y. 


Afternoon Session, 1 P. M. 

6. Diagnostic Clinic (Medical). Arterial hyper- 
tension, Diseases of the heart and kidney. Dr. Ells- 
worth S. Smith, Professor of Clinical Medicine, 
Washington University School of Medicine, St. Louis, 
Missouri. 

7. Diagnostic Clinic (Surgical). General surgical 
cases. Dr. Arthur M. Shipley, Professor of Surgery, 
University of Maryland, School of Medicine, Balti- 
more, Maryland. 


8. Diagnostic Clinic (Surgical). Dr. George J. 


Heuer, Professor of Surgery, University of Cincin- 


nati, College of Medicine, Cincinnati, Ohio. 

9. Diagnostic Clinic (Medical). Dr. William J. 
Kerr, Associate Professor of Medicine, University of 
California, San Francisco, California. 

10. “Chronic Infections of the Skull.” Dr. Charles 
B. Lyman, Professor of Clinical Surgery, University 
of Colorado, School of Medicine, Denver, Colorado. 

11. “The Management of the Ordinary Anemias.” 
Dr. Charles S. Williamson, Professor of Medicine, 
University of Illinois College of Medicine, Chicago, 
Illinois. 

Intermission 


Review Exhibits 


12. Subject later. Dr. William S. Baer, Associate 
Professor of Orthopedic Surgery, Johns Hopkins Uni- 
versity Medical Dept., Baltimore, Maryland. 

13. Subject later. Dr. C. J. MacGuire, Jr.. New 
York, N. Y. 

14. “The Anatomic Relation of the Optic Nerve to 
the Para-Nasal Sinuses.” (Slides.) Dr. Hanau W. 
Loeb, Dean and Professor of Ear, Nose and Throat 
Diseases, St. Louis University School of Medicine, 
St. Louis, Missouri. 


Evening Session, 7 P. M. 

15. “Pernicious Anemia.” Dr. Edward W. Mont- 
gomery, Professor of Medicine and Clinical Medicine, 
University of Manitoba Faculty of Medicine, Winni- 
peg, Canada. 

16. “The Treatment of Cicatricial Contractures of 
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the Neck.” Dr. Charles N. Dowd, Professor of Clini- 
cal Surgery, Columbia University School of Medicine, 
New York, N. Y. 

17. “The Diagnosis and Treatment of Heart Dis- 
ease.” Dr. William J. Kerr, Associate Professor of 
Medicine, University of California, San Francisco, 
California. 

18. Subject later, Dr. E. Starr Judd, Professor 
of Surgery, Minnesota Graduate School of Medicine, 
Rochester, Minnesota. 

Intermission 
Review Exhibits 


19. “Examination of Para-Nasal Sinuses with clin- 
ical demonstrations and radiographs.” Dr. Cornelius 
G. Coakley, Professor of Laryngology and Otology, 
Columbia University School of Medicine, New York, 
N. Y. 

20. “Newer Methods of Preliminary Medication 
and General Anesthesia.” (Slides.) Dr. James T. 
Gwathmey, New York, N. Y. 

21. “The Preparation and Use of Thick Skin 
Grafts.” (Slides.) Dr. Harry P. Ritchie, Associate 
Professor of Surgery, University of Minnesota Grad- 
uate School of Medicine, St. Paul, Minnesota. 

SECOND DAY 
Tuesday, October 13,7 A. M. 

1. Diagnostic Clinic (Laryngology). Dr. Cornelius 
G. Coakley, Professor of Laryngology and Otology, 
Columbia University School of Medicine, New York, 
= Y. 

2. Diagnostic Clinic (Surgical). Neck cases, espe- 
cially T. B., bronchial cysts of fistulae thryoglossal 
cysts, or fistulae hygromas. Dr. Charles N. Dowd, 
Professor of Clinical Surgery, Columbia University 
School of Medicine, New York, N. Y. 

3. Diagnostic Clinic (Medical). Bone, cardio-vas- 
cular, blood or gastro-intestinal cases. Dr. Joseph 
Sailer, Professor of Clinical Medicine, University of 
Pennsylvania, School of Medicine, Philadelphia, Penn- 
sylvania. 

Intermission 
Review Exhibits 

4. Diagnostic Clinic (Surgical). Cranial and gen- 
eral surgical cases. Dr. Samuel Clark Harvey, Asso- 
ciate Professor of Surgery, Yale University School of 
Medicine, New Haven, Conn. 

5. Diagnostic Clinic (Surgical). Upper abdominal 
cases. Dr. John B. Deaver, Professor of Surgery, 
University of Pennsylvania School of Medicine, Phil- 
adelphia, Pa. 

Afternoon Session, 1 P. M. 


6. Diagnostic Clinic (Diabetic). Dr. Rollin T. 
Woodyatt, Clinical Professor of Medicine, Rush Medi- 
cal College, Chicago, Illinois. 

7. Diagnostic Clinic (Surgical). Surgery of the 
face and various parts of the body. Dr. Allen B. 
Kanavel, Professor of Surgery, Northwestern Uni- 
versity School of Medicine, Chicago, Illinois. 

8. Diagnostic Clinic (Medical). Heart and lung 
cases. Dr. Edward J. Beardsley, Associate Professor 
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of Medicine, Jefferson Medical College, Philadelphia, 
Pa. 

9. “The Role of Operative Surgery in the Treat- 
ment of Pulmonary Tuberculosis.” (Slides.) Dr. 
Willy Meyer, Professor of Surgery, New York Post- 
Graduate School of Medicine, New York, N. Y. 

Intermission 
Review Exhibits 

10. “Hypertension.” Dr. James H. Means, Profes- 
sor of Clinical Medicine, Harvard University School 
of Medicine, Boston, Mass. 

11. “Observations on the Gall Bladder.” Dr. Frank 
Boland, Professor of Surgery, Emory University 
School of Medicine, Atlanta, Georgia. 

12. “Thoracic Suppurations.” Dr. Arthur M. Ship- 
ley, Professor of Surgery, University of Maryland, 
ochool of Medicine, Baltimore, Maryland. 

13. “Pyloric Stenosis.” Dr, E. E. Francis, Profes- 
sor of Surgery, University of Tennessee, School of 
Medicine, Memphis, Tennessee. 

Evening Session, 7 P. M. 

14. “The Treatment of Cardiac Syphilis.” Dr. 
Harlow Brooks, Professor of Clinical Medicine, Uni- 
versity and Bellevue Hospital Medical College, New 
York, N. Y. 

15. “Plastic Surgery.” Dr. Allen B. Kanavel, Pro- 
fessor of Surgery, Northwestern University School of 
Medicine, Chicago, Illinois. 

16. “Heliotherapy as an Adjunct in the Treatment 
of Chronic Surgical Conditions.” Dr. George J. 
Heuer, Professor of Surgery, University of Cincin- 
nati College of Medicine, Cincinnati, Ohio. 

17. “Further Studies Concerning the Injurious Ef- 
fects of Arterial Hypertension on the Cardio-Vascular 
Renal Apparatus.” Dr. Elsworth S. Smith, Professor 
of -Clinical Medicine, Washington University School 
of Medicine, St. Louis, Missouri. 


Intermission 
Review Exhibits 

18. “The Relation of the Human Constitution to 
Disease.” Dr, George Draper, New York, N. Y. 

19. Subject later. Dr. Milton J. Rosenau, Profes- 
sor of Preventive Medicine and Hygiene, Brookline, 
Boston, Mass. 

20. “Drainage as a Factor in Renal Disease.” 
(Slides.) Dr. Guy L. Hunner, Associate Professor 
of Gynecology, Johns Hopkins University School of 
Medicine, Baltimore, Maryland. 

THIRD DAY 
Wednesday, October 14, 7 A. M. 

1. Diagnostic Clinic (Medical). Cases of cardiac 
syphilis, cardiac decompensation, lung tumor or ab- 
scess, acute rheumatic fever, angina pectoris, chronic 
nephritis. Dr. Harlow Brooks, Professor of Clinical 
Medicine, University and Bellevue Hospital Medical 
College, New York, N. Y. 

2. Diagnostic Clinic (Gynecoloy). Dr. Guy L. 
Hunner, Associate Professor of Gynecology, Johns 
Hopkins University School of Medicine, Baltimore, 
Maryland. 
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3. Diagnostic Clinic (Psychiatry). Dr. Thomas W. 
Salmon, Professor of Psychiatry, Columbia University 
School of Medicine, New York, N. Y. 


Intermission 


Review Exhibits 
4. Diagnostic Clinic (Medical). Hypertensive dis- 
eases. Dr, James H. Means, Professor of Clinical 
Medicine, Harvard University School of Medicine, 
Boston, Mass. 
5. Diagnostic Clinic (Surgical). Cases of rheuma- 
tism or rheumatoid arthritis. Dr. Charles H. Mayo, 
Mayo Clinic, Rochester, Minnesota. 


Afternoon Session, 1 P. M. 


6. Pathological Conference supervised by Dr. H. 
E. Robertson, Professor of Pathology, University of 
Minnesota (Mayo Foundation), Rochester, Minnesota. 

7. Diagnostic Clinic (Medical). Cardio-Vascular 
diseases or diseases of the blood. Dr. Maurice C. 
Pincoffs, Professor of Medicine, University of Mary- 
land School of Medicine, Baltimore, Maryland. 

8. “Familiar Problems in Gynecology.” Dr. Wil- 
iam P. Graves, Professor of Gynecology, Harvard 
University School of Medicine, Boston, Mass. 

9. “Diphtheria and Its After Effects.” Dr. H. B. 
Cushing, Clinical Professor of Pediatrics, McGill 
University Faculty of Medicine, Montreal, Canada. 


Intermission 


Review Exhibits 

10. “Duodenal: Ulcer versus Cholecystitis.” Dr. 
John B, Deaver, Professor of Surgery, University of 
Pennsylvania School of Medicine, Philadelphia, Pa. 

11. “Some Recent Revelations of the Denervated 
Heart.” Dr. Walter B. Cannon, Professor of Physi- 
ology, Harvard University School of Medicine, Bos- 
ton, Mass. 

12. “The Significance of Arterial Hypertension.” 
Dr. Wilder Tileston, Clinical Professor of Medicine, 
Yale University School of Medicine, New Haven, 
Conn. 

13. “Carcinoma of the Rectum.” Dr. Alfred T. 
Bazin, Professor of Surgery, McGill University Fac- 
ulty of Medicine, Montreal, Canada. 


Evening Session, 7 P. M. 


14. “The Diagnosis of Abdominal Tumors.” 
(Slides.) Dr. Joseph Sailer, Professor of Clinical 
Medicine, University of Pennsylvania School of Medi- 
cine, Philadelphia, Pa. 

15. “The Liver and Its Function in Relation to 
Its Surgical Diseases.” Dr. Samuel Clark Harvey, 
Associate Professor of Surgery, Yale University 
School of Medicine, New Haven, Conn. 

16. “Renal and Ureteral Stones.” Dr. Edward L. 
Keyes, Professor of Clinical Surgery, Department of 
Urology, Cornell University School of Medicine, New 
York, N. Y. 

17. “Post-Graduate Instruction in Our Own Of- 
fices.” Dr. Edward J. Beardsley, Associate Professor 
of Medicine, Jefferson Medical College, Philadelphia, 
Pa. 











Au 





1925 








August, 1925 


Intermission 
Review Exhibits 

18. “Osteotomy of the Os Calcis for Extreme Cases 
of Flat Feet.” (Slides.) Dr. John P. Lord, Profes- 
sor of Orthopedic Surgery, University of Nebraska 
School of Medicine, Omaha, Nebr. 

19. “Treatment and Prognosis in Pericarditis.” Dr. 
Maurice C. Pincoffs, Professor of Medicine, Univer- 
sity of Maryland School of Medicine, Baltimore, 
Maryland. 

20. “Modern Medical Education—Progress or Ret- 
rogressive.” Dr. Eugene E. Murphey, Professor of 
Medicine, University of Georgia School of Medicine, 
Augusta, Georgia. 

FOURTH DAY 


Thursday, October 15, 7 A. M. 

1. Diagnostic Clinic (Surgical). Renal and urete- 
ral stone cases. Dr. Edward L. Keyes, Professor of 
Clincal Surgery, Department of Urology, Cornell Uni- 
versity School of Medicine, New York, N. Y. 

2. Diagnostic Clinic (Pediatric). Rheumatic fever 
and after effects in children of school age. Dr. H. B. 
Cushing, Clinical Professor of Pediatrics, McGill Uni- 
versity Faculty of Medicine, Montreal, Canada. 

3. Diagnostic Clinic (Surgical). Acute abdominal 
lesion cases. Dr. Alfred T. Bazin, Professor of Sur- 
gery, McGill University Faculty of Medicine, Mon- 
treal, Canada. 

Intermission 


Review Exhibits 

4. Diagnostic Clinic (Surgical). Dr. Arthur Dean 
Bevan, Professor of Surgery, Rush Medical College, 
Chicago, Illinois. 

5. “The Five Most Important Obstetrical Mis- 
takes.” Dr. Joseph B. DeLee, Professor of Obstetrics, 
Northwestern University School of Medicine, Chicago, 
Illinois. 

Afternoon Session, 1 P. M., 

6. Diagnostic Clinic (Medical). Abdominal dis- 
eases, especially liver, Dr. Wilder Tileston, Clinical 
Professor of Medicine, Yale University School of 
Medicine, New Haven, Conn. 

7. Diagnostic Clinic (Surgical). Management of 
cases of prostatic obstructions. Dr. Hugh Cabot, 
Professor of Surgery, University of Michigan School 
of Medicine, Ann Arbor, Michigan. 

8. “Pneumococcus Peritonitis.” Dr. Charles L. Gib- 
son, Professor of Surgery, Cornell University School 
of Medicine, New York, N. Y. 

9. “Focal Infection” Dr. Charles H. Mayo, Mayo 
Clinic Rochester, Minnesota. 


Intermission 
Review Exhibits 


10. “The Aetiology of Anaemia and Its Importance 
in Diagnosis and Treatment.” Dr. Duncan A. L. Gra- 
ham, Professor of Medicine, University of Toronto, 
Faculty of Medicine, Toronto, Canada. 

11. “A Re-study of Operations for Radical Cure of 
Hernia, including Inguinal, Femoral, Umbilical, Post- 
operative hernias associated with undescended Testis 
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and Diaphragmatic Hernia.” Dr. Arthur Dean Bevan, 
Professor of Surgery, Rush Medical College, Chicago, 
Illinois. 

12. Subject later. Mr. Philip Franklin, F. R. C. S., 
London, England. 

13. Subject later. Dr. Thomas W. Salmon, Pro- 
fessor of Psychiatry, Columbia University School of 
Medicine, New York, N. Y. 

Evening Session, 7 P. M. 

14. “The Relative Roles of Surgery and of Radi- 
ation in the Treatment of Tumors of the Breast.” 
(a) Dr. F. E. Bunts, Professor Principles of Surgery 
and Clinical Surgery, Western Reserve University 
School of Medicine, Cleveland, Ohio. (b) Dr. U. V. 
Portmann, Cleveland Clinic, Cleveland, Ohio. 

15. “Joint Ankylosis—Surgical Measures for Its 
Prevention and Relief.” Dr. Nathaniel Allison, Pro- 
fessor of Orthopedic Surgery, Harvard University 
School of Medicine, Boston, Mass. 

16. “The Physiology of the Female Pelvic Floor.” 
Dr. Ernest F. Tucker, Professor of Gynecology, Uni- 
versity of Oregon School of Medicine, Portland, Ore- 
gon. 

17. “Syphilis and Its Relation to Eye Diseases.” 
Dr. William H. Wilder, Professor of Ophthalmology, 
Rush Medical College, Chicago, Illinois. 


Intermission 
Review Exhibits 

18. “Diagnosis of Diseases of the Rectum.” Dr. 
L. J. Austin, Professor of Surgery, Queen’s University 
Faculty of Medicine, Kingston, Canada. 

19. Subject later. Dr. James E. Thompson, Pro- 
fessor of Surgery, University of Texas School of 
Medicine, Galveston, Texas. 

20. Subject later. Dr. Arthur A. Law, Associate 
Professor of Surgery, University of Minnesota Grad- 
uate School of Medicine, Minneapolis, Minn. 


FIFTH DAY 
Friday, October 16, 7 A. M. 

1. Diagnostic Clinic (Surgical). Abdominal and 
gastro-intestinal cases. Dr. Charles L. Gibson, Pro- 
fessor of Surgery, Cornell University School of Medi- 
cine, New York, N. Y. 

2. Diagnostic Clinic (Surgical). Joint involve- 
ment, particularly cases of suspected tuberculosis of 
either the knee, hip or other joints. Dr. Nathaniel 
Allison, Professor of Orthopedic Surgery, Harvard 
University School of Medicine, Boston, Mass. 

3. Diagnostic Clinic (Medical). Cases of cardiac 
lesions or signs of interference with cardiac function. 
Dr. J. C. Meakins, Professor of Medicine and Director 
of the Department, McGill University Faculty of 
Medicine, Montreal, Canada. 

Intermission 
Review Exhibits 


4. Diagnostic Clinic (Surgical). Dr. George W. 
Crile, Professor of Surgery, Western Reserve Univer- 
sity School of Medicine, Cleveland, Ohio. 

5. Diagnostic Clinic (Medical).* Case of anaemia 
and mediastinal tumor. Dr. Duncan A. L. Graham, 
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Professor of Medicine, University of Toronto Faculty 
of Medicine, Toronto, Canada. 


Afternoon Session, 1 P. M. 


6. Diagnostic Clinic (Surgical). Cases of anaemia. 
Dr. William, J. Mayo, Mayo Clinic, Rochester, Min- 
nesota. 

7. Diagnostic Clinic (Surgical). Sir William Ar- 
buthnot Lane, Bt., London, England. 

8. Pathological Conference supervised by Dr, H. E. 
Robertson, Professor of Pathology, University of 
Minnesota (Mayo Foundation), Rochester, Minnesota. 

9. “Circulatory Failure in Heart Disease.” Dr. J. 
C. Meakins, Professor of Medicine and Director of 
the Department, McGill University Faculty of Medi- 
cine, Montreal, Canada. 


Intermission 


10. “The Cause and Prevention of So-called Cathe- 
ter Cystitis and Retention of the Urine.” Dr. Hugh 
Cabot, Professor of Surgery, University of Michigan 
School of Medicine, Ann Arbor, Michigan. 

11. “The Treatment of Gastric Ulcer.” (a) “Indi- 
cations for and the Technique of Dissection of the 
Stomach for Ulcer.” Dr. George W. Crile, Professor 
of Surgery, Western Reserve University School of 
Medicine, Cleveland, Ohio. (b) “The Medical Treat- 
ment of Peptic Ulcer.” Dr. John Phillips, Assistant 
Professor of Therapeutics, Western Reserve Univer- 
sity School of Medicine, Cleveland, Ohio. (c) “The 
Patient versus His Lesion.” Dr. George W. Crile, 
Cleveland, Ohio. 

12. “The Association of Lesions of the Bone Mar- 
row, the Liver and the Spleen in Certain Blood Dys- 
crasias.” Dr. William J. Mayo, Mayo Clinic, Roches- 
ter, Minnesota. 

FOREIGN GUESTS 


Sir William Arbuthnot Lane, London, England. 

Mr. William Blair Bell, F. R. C. S., Professor of 
Obstetrics and Gynecology, University of Liverpool 
Medical Department, Liverpool, England. 

Professor Vittorio Putti, Bologna, Italy. 

Mr. Philip Franklin, F. R. C. S., London, England. 

Dr. H. L. McKisack, Consulting Physician, Royal 
Victoria Hospital, Belfast, Ireland. 

Dr. W. H. Parkes, C. M. G. C. B E., Auckland, 
New Zealand. 

BANQUET 


Addresses by distinguished citizens from America 
and foreign countries. 





ILLINOIS STATE MEDICAL SOCIETY 


Finat Butietin PusiisHep BY THE LEGISLATIVE 
CoM MITTEE 


Springfield, Illinois, August 1, 1925 
A survey since the adjournment of the Illinois 
General Assembly, several weeks ago, demonstrates 
that the Illinois State Medical Society was very suc- 
cessful in its legislative program. 
The Council did not offer any bills to be intro- 
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duced and your Legislative Committee was placed 
upon the defensive throughout the entire session. 

The hardest fought battle was the Chiropractors, 
who were exceptionally well organized and had the 
active support of the Speaker of the House as well 
as the Republican Floor Leader, who is next to the 
Speaker in power, and in addition the active cham- 
pionship of Lee O’Neill Browne, a forceful orator 
and one of the most influential members of the 
House. Around these important members as a 
nucleus they built their hopes for success. The 
Illinois State Medical Society, through hard and effi- 
cient work, succeeded in showing the fallacy of such 
laws and the Chiropractors were hopelessly defeated. 

Through the alleged and incorrect charges against 
the Chicago Health Department the League for 
Medical Freedom succeeded in getting a bill passed 
by both the House and Senate, which was designed 
to prevent Health Authorities from entering the 
home of a person suffering with a contagious disease 
without first getting a court order. The bill was so 
loosely drawn and obviously so dangerous in its 
functions, if it became a law, that your Committee 
did not believe that it was possible, even though the 
bill was passed by the House and Senate, for the 
Governor to allow such an important situation to be- 
come 2a law. While the bill was entirely one that 
concerned the administration of the Health Depart- 
ment, nevertheless one of the members of your 
Legislative Committee appeared, with the Commis- 
sioner of Public Health and several others, before 
the Governor and after the matter was thoroughly 
explained to him he promptly vetoed the bill. 

This was the only test during the entire session 
which demonstrated that the Governor has kept faith 
with the Illinois State Medical Society and that he 
opposed all vicious laws regarding the public health 
and favored the recommendations of the Illinois 
State Medical Society. 

No other matters affecting the medical profession 
were permitted to pass either the House or the 
Senate. 

Your Committe is deeply grateful to the Council 
for its advice and help and to those County Societies 
who maintained active Legislative Committees and 
especially to the Chicago Medical Society for the 
excellent Legislative organization, which worked 
perfectly throughout the entire session. The Chi- 
cago councillors had a tremendous task in perfecting 
the organization and there were but very few Cook 
County legislators that were not seen by an active 
committee of physicians in their particular districts. 
Without the aid of Cook County in the Chiropractic 
fight the bill would, undoubtedly, have passed the 
House. 

Your Committee is appreciative of the cooperation 
in practically every senatorial district which made it 
possible to conduct the entire program without ask- 
ing a single physician to take his time and the neces- 
sary expense to come to Springfield during the ses- 
sion for lobbying purposes. All factions which we 
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were forced to oppose maintained large and constant 
lobbies in Springfield. 

The following bills of interest to the Illinois State 
Medical Society were: 


H. B. 6—Provides for an Old Age Pension Fund. -Defested 
H. B. 58—Reiating to ng ~ for crippled children. . 








H. B. 90—The eight hour law........+.+++..++s005 Defe — 
(Also vigorously opposed by the Illinois Hospital 
ssociation. 
H. B. as pe of County Veterinarian by Goenty 
H. B, 153—Amends the present Mother’s Pension Act, chang- 
ing age of child from 14 to 16...........+. Passed 
H. B. 169—Enables cities to establish Tuberculosis :—~ 
INS, «nies 0's 0 tnacieibeeaaiisimmden alin sini 
H. B. a given to ~~ to prohibit the ole 
of milk from infected cattle.............++. Passed 
H. B. 182—Appropriating $1,041,287 z the Department ~ 
PD ‘2icit4 Ghucshotiectiins heute Passe 
H. B. 2831—Providing for the asexulization of inmates a 
State Institutions ........+--seseeeeeeeee ee 
H. B. 268—Re the avocation of cook or chef......... eated 
H. B. 267—Provides for better education “ft the blind. —— 
H. B, 318—Re Old Age Pensions. ............sse00+ Defeated 
H. B. 352—The Chiropractic Bill..........++..-s00+: Defeated 
H. B. 355—Legalizing the practice of Beauty Culture. (The 
objections to this bill made by your Legislative 
Committee were sustained and the law is_in- 
noxious from a medical standpoint)........ Passed 
H. B. 877—Creating a Chiropractic Board............ Defeated 
H. B. 878—An enabling act for No. 355....-....++..++ Passed 
H. B. 507—Regulating community nurses...........++.. Passed 
H. B. 554—A good milk pemeurtetion eee ee Passed 
H. B. 581—An Act to regulate Naprapathy.......... Defeated 
H, B. 622—An 8% hour he bill (Substituted for H. B. 
Ml «ateuc0ocnchbosnunabdidnnakeacseasens Defeated 
H. B. 640—An Act to standardize clinical thermometers, 
which would have increased the cost...... Defeated 
S. B. 11—Amending child labor law................ Defeated 
S. B. 12—Increasing taxes for Municipal Canitarium. Defeated 
S. B. 44—For a Board of Natureopaths............ efeated 
Ss. B. iat City and Village Act to appoint Fouras 
Ce eecerrececcceseseeseeseccoce Defeat 
Ss. B. o7—"Fstablishes a State Insurance Fund...... Defeated 
( ~ Pe: medicine could easily follow in 
ths of this sort. 
3. = 115—Provides for the treatment of delinquent —~ 4 
andaseoneegnnebenenesh4seeenndese ses Passe 
S. B. 116—Provides County Health Superintendents. . Defeated 
S. B. 120—Prohibits tubercular test for dairy animals. petestes 
S. B. 184—Amends pension bill............ceeeeee0. Defeated 
S. B. 147—Increases tax bill for tubercular Santiastans..»- od 
Coeeeeecce soccecceescececcescocceosooCes eat 
S. B. 251—Re physical training in public schools. ... Defeated 
S. B. 257—Appropriating two million dollars to indemnify 
guaese of tubercular cattle destroyed by x 
hitttipnlenkeuidbabepuet nn deasedead ‘as: 
3. 2. 964—Child eS SSererenner: Vago Defeated 
S. B. 284—Creating Osteopathic Board.............. Defeated 
S. B. 285—Permitting Saepe s to do Obstetrics... .Defeated 
S. B. 286—An Osteopathic bill seeking right to do” “Defeated 
S. B, 287—Exempting Osteopaths from the Optomet 
S. B. 288—Another Osteopathic Measure............ Defeased 
S. B. 304—Altering authority of Health Offcials....... Vetoed 
S. B. 386—A Naprapathic bill........-ccccccccccces Defeated 
S. B. 877—A Pharmacy bill...........cccscccsccccsss Passed 
S. B. 384—Community Nurses bill...............0+. Defeated 
S. B. 387—Regulating the practice of Chir ropody eens Defeated 
S. P. 414—Revising establishment of Public spitals. Defeated 
S. B. 458—A Masseur Bill. .......cccccsccsecccocces Defeated 
S. B. 475—A Municipal venereal bill................ Defeated 
S. B. 486—Creating a Board of Examiners for Masseurs 
toe cecccensecseceesseeecsecesceeseccoess Defeated 
S. B. 505—Another Masseur bill.................00. Defeated 
S. B. 526—To establish board of health............. Defeated 


Anyone interested in the above measures may 
obtain copies by writing to the Chairman of the 
Committee at Springfield. 

C. E. Humiston, M. D., Chicago, Ill. 

Edward Bowe, M. D., Springfield, Ill. 

J. R. Neal, M. D., Springfield, Til. 
Legislative Committee. 





NEW COMMANDMENTS FOR THE DOCTOR 


I. Thou shalt have no favorites in newspaper cor- 
respondents in order to see thy name in print. 

II. Thou shalt not bow down to graft nor to the 
image of gold. 
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III. Thou shalt hold thy tongue when sued for 
malpractice; remembering silence is golden and that 
thy adversary is after thy gold and will get it if thou 
art not discreet. 

IV. Remember the Sabbath day and keep it holy; 
six days shalt thou labor and the seventh also, if 
thou hast an opportunity to do good or the prospect 
of a good fee. 

V. Honor thy fathers of thy profession, that thy 
days may be long upon the land and thy usefulness 
lengthened, through the example and achievements of 
thy fathers. 

VI. Thou shalt not sanction adultery nor produce 
an abortion. 

VII. Thou shalt not steal thy brother’s patients nor 
forgive him when he steals thine. 

VIII. Thou shalt not kill they brother’s opportu- 
nity for earning a living nor murder his chance of 
usefulness. He, probably, is thy superior. 

IX. Thou shalt not bear false witness against 
thy neighbor, nor speak evil of his good name. His 
reputation may be better than thine. 

X. Thou shalt not covet the specialist’s fee, nor 
dispute even a division. Let him have all the money; 
he may think he earned it. Thou must be content with 
glory. Dr. W. W. Brown. 

Shenandoah Junction, W. Va. 





THE ROMANCE OF MEDICINE 

William D. Haggard, Nashville, Tenn., (Journal 
A. M. A., May 30, 1925), reviews the progress made 
in medicine in the last fifty years. He says that medi- 
cine is the only profession that is literally and altru- 
istically devoted to professional suicide. It endeavors 
chiefly, not alone to cure, but to prevent disease, and 
thus to banish from mankind—pain, suffering and 
ultimate death from maladies of the flesh. But what 
it cannot prevent it must cure. What it cannot cure 
it must palliate. The discovery of the germ of tuber- 
culosis, “the Captain of the men of Death,” was the 
beginning of the annihilation of the Great White 
Plague and is a more important victory for mankind 
than resulted from the Fifteen Decisive Battles of the 
World. _ That the spirochete was the actual cause of 
syphilis, the great Black Plague, was discovered by 
Schaudinn in 1905. A romance in medicine to grop 
the admiration of the world is the subjugation of 
typhoid fever. Most dramatic among modern vic- 
tories is the conquest of yellow fever. In the last 
decade, many diseases of the heart, kidneys, gall- 
bladder and other organs have been shown to be de- 
rived frequently from the foci of infection around 
the teeth) in the tonsils, in the sinuses of the nose, 
and in other structures. This great discovery has 
enabled the physician to administer in many cases the 
most effective of all treatments, the removal of the 
cause. The discovery of radium by Madam Curie 


close on the discovery of the roentgen ray by Roent- 
gen in 1896 was not only a triumph in wresting an- 
other secret from the physical world, but has fur- 
nished a most necromantic weapon for the cure of 
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certain forms of cancer and for its palliation in hope- 
lessly neglected cases. The use of safe drugs for 
local injection in rendering surgical operations pain- 
less is now like a performance in a world of magic. 
Antitetanic serum to prevent lockjaw is the king of 
preventive serums. Physicians and the whole world 
are daily debtors to the innumerable instruments of 
precision, to the blood pressure apparatus, the basal 
metabolism rate machines, and the newer instruments 
for administering gases, that render anesthesia almost 
totally devoid of danger. What is more astounding 
than the revelation in the last few decades of the 
part played in our bodies and lives by the wonder- 
working ductless glands? The greatest romance of 
the last few years in medicine was the discovery of 
insulin by Banting. The solution of the pellagra prob- 
lem seems nearer with the increasing belief that pel- 
lagra is a deficiency disease, possibly from a shortage 
of vitamins, and seems to be caused by faculty protein 
food mixture and is generally benefited by fresh meat 
and milk. The most threatening cloud of chronic 
disease in the South, hookworm, has been dissolved 
by the wand of Aesculapius. The real romance of 
present-day medicine is to prevent or to discover early 
the degenerative conditions of the great organs, the 
heart, kidneys, liver and brain. All the saving in 
life has been in the prevention of infant mortality in 
the control of contagious diseases. Eternal vigilance 
of every individual by his physician is the price of 
lengthened life in the middle aged. Community health 
is much in advance of the prevention of illness in the 
individual. Have a thorough physical examination on 
your birthday! It should be a real survey of a man’s 
physical as well as mental status. It is estimated 
that the number of cases of sickness in this country 
in a year is thirteen and a half million, costing the 
nation a billion dollars. It is astounding to think 
that there are 225 million days of sickness a year in 
the United States. If it were possible, by nation-wide 
effort, to reduce the amount of sickness by 25 per 
cent, the total economic gain yearly would be around 
a quarter of a billion dollars. The people should be 
taught that in truth there can no more be different 
“schools” of medicine than there can be different 
schools of physics, or of mathematics or astronomy. 
There is nothing under the sun which is of proved 
value that has not and will not be used by the pro- 
fession in the treatment of disease. All nonmedical 
agencies are enthusiastic endorsers of health examina- 
tions. A health week should be established nationally 
by all the health agencies of this country, with the 
co-operation of every one of the 90,000 members of 
the American Medical Association. The press can be 
counted on to do its part, which is an essential as it 
is unfalteringly interested and helpful in all health 
movements. A manual for the examination is being 
prepared by the American Medical Association. Ex- 
amination blanks can be obtained from the headquar- 
ters making for completeness and uniformity. The 
stupendous advance in medical education in the last 
fifteen years reads like a romance. The supply of an 
adequate number of sane, resourceful, dependable 
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physicians should have the solicitude of the profession 
as a whole, as well as of the medical educators. The 
laboratory side also should not be overcultivated. 
Fundamentals should be stressed, but recondite ex- 
perimental work omitted in the undergraduate co~+se. 
In this desirable correlation between the pure sciences 
and the clinical subjects, the student of anatomy and 
pathology should be brought in his first two years 
into contact with the patient, so that he will appre- 
ciate the relationship of his studies to the problems of 
disease. Regarding clinical work in England, the 
Council on Medical Curriculum has advocated the 
continuation in the clinic itself of anatomy, physiol- 
ogy, pathology and chemistry, as these apply to the 
problems of medicine and surgery there presented. 
The question of entering the student into practice at 
an earlier age is important. It is impossible to devote 
to preliminary preparation less than two years of col- 
lege work in biology, physics and chemistry, and it 
is impossible to eliminate anything from the four year 
medical course. The hospital year is essential. The 
only chance to curtail the length of time would be by 
saving one or two years in the high school. This 
can be done by the four quarter school year and no 
compulsory vacation at an unchangeable time, thus 
saving one or two years for the student with medi- 
cine as his goal. One of the greatest romances in 
the art of medicine has been the amazing growth and 
perfection of the specialties. One of the drawbacks 
of specialization is that it loses for the physician the 
personal touch and close contact with the family and 
with the acutely ill. The general practitioner must 
retake his former position of importance. 





SUICIDE AND AGE 


Suicide, in the wage-earning group of the American 
and Canadian populations is approximately two and 
one-half times as frequent among men as among 
women. This is shown by what has happened among 
the more than 16,000,000 Industrial policyholders of 
the Metropolitan Life Insurance Company. 

The above ratio, however, relates to all ages com- 
bined. When the suicide data are studied by age 
periods, it is shown that the ratio of deaths of males 
to those of females varies greatly at different periods 
of life, and that the preponderance of self-murder 
among males increases perceptibly with advancing age. 

Suicide does not assume much numerical importance 
until age 20 is reached. Between 20 and 24, the death 
rate for males approximates one and a half times that 
for females. Between ages 25 and 34, the ratio is a 
little more than two to one; during each of the next 
10-year periods, it is about four to one; at 55 to 64 
years, it approximates five to one; and after age 65, 
there are about seven times as many suicides among 
men as among women. 

One age period, namely, 15 to 19 years, stands out 
in bold relief from all the rest. This is the only tinse 
of life in which suicide is more common among fe- 
males. In 1923, the suicide rate of young women of 
these ages insured in the Metropolitan’s Industrial 
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Department, was 4.1 per 100,000—or nearly two and 
one-half times that for males (1.7). More than half 
of the young women who suicided at these ages used 
solid or liquid poisons, and about one-quarter died by 
inhalation of poisonous gas. 

At every age period of life up to 45 years, in fact, 
women suicides used solid or liquid poisons more 
than any other method; poisonous gases ranked next. 
Beginning with age 45, however, and up to age 65, 
inhalation of gas was the means most used. Among 
males, on the other hand, shooting is the method 
most generally employed, and this seems to hold for 
all of the age periods up to age 65. 

The above data relates to white policyholders only. 
—Statistical Bulletin Metropolitan Life Insurance Co. 





DOCTOR SUED BECAUSE THE PATIENT 
DIED 
AS To Lawsuits Acarnst Doctors 

One of the best known surgeons of this State has 
just had to defend himself against a $250,000 damage 
suit because a patient died. Fellow practitioners were 
compelled by the court to testify, despite their appeal 
to “professional ethics.” But the outcome was, as 
might have been expected, a verdict for the defense. 
Such cases are too frequent. The expert who has 
the highest respect for his Hippocratic oath may eas- 
ily be hampered in his work for the saving of life, 
or the lessening of suffering, if he has in the back 
of his head the fear of an action at law because he 
has done something unconventional. 

It is with a view to meeting this situation that the 
Supreme Court of New Jersey, sitting at Trenton, has 
sustained the throwing out of court of a suit brought 
against a Plainfield physician by a hospital patient 
who had lost his arm because of an infection. The 
principles laid down by the court in its opinion are 
absolutely logical. 

Barring a guarantee of a cure, a physician is not 
blamable or suable because his ministrations have been 
unavailing. “The skill and care that a physician is 
required to give his patient is that ordinarily possessed 
and exercised by others in the profession.” 

Positive proof of concrete and definite negligence 
can alone justify an action for damages. 

It may be true that the patient can almost never 
supply such proof, even where there has been negli- 
gence. That is his misfortune. On the wholet it is 
better for everybody that the physician should be 
protected, and that is a proper ground for a judicial 
decision such as has just been rendered at Trenton.— 
The Brooklyn Eagle, June 18, 1925. 





HARRISON LAW MUST BE ADMINISTERED 
ALONG COMMON SENSE LINES 
Harrison Narcotic LAW AND THE PRACTICE OF 
MEDICINE 
(Linder v. United States (U. S.), 45 Sup. Ct. Rep. 446) 
The Supreme Court of the United States, in revers- 
ing a judgment which affirmed a conviction of defend- 
ant Linder of violating the Harrison Narcotic Law 
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and in remanding the cause for further proceedings, 
says that, in effect, the indictment alleged that the 
accused, a duly registered physician, violated the stat- 
ute by giving to a known addict four tablets contain- 
ing morphin and cocain with the expectation that she 
would administer them to herself in divided doses, 
while unrestrained and beyond his presence or control, 
for the sole purpose of relieving conditions incident 
to addiction and keeping herself comfortable. The 
indictment did not question the physician's good faith, 
nor the wisdom or propriety of his action according 
to medical standards. It did not allege that he dis- 
pensed the drugs otherwise than to a patient in the 
course of his professional practice or for other than 
medical purposes. The facts disclosed indicated no 
conscious design to violate the law, no cause to sus- 
pect that recipient intended to sell or otherwise dis- 
pose of the drugs, and no real probability that she 
would not consume them. 

The declared object of the narcotic law is to pro- 
vide revenue, and this court has held that whatever 
additional moral end it may have in view must “be 
reached only through a revenue measure and within 
the limits of a revenue measure.” Congress cannot, 
under the pretext of executing delegated power, pass 
laws for the accomplishment of objects not entrusted 
to the federal government. Obviously, direct contro! 
of medical practice in the state is beyond the power 
of the federal government. Incidental regulation of 
such practice by Congress through a taxing act can 
not extend to matters plainly inappropriate and un- 
necessary to reasonable enforcement of a revenue 
measure. The enactment under consideration levies a 
tax, upheld by this court, on every person who im- 
ports, manufactures, produces, compounds, sells, deals 
in, dispenses or gives away opium or coca leaves or 
derivatives therefrom, and may regulate medical 
practice in the states only so far as reasonably appro- 
priate for or merely incidental to its enforcement. It 
says nothing of “addicts“ and does not undertake to 
prescribe methods for their medical treatment. They 
are diseased and proper subjects for such treatment, 
and this court can not possibly conclude that a phy- 
sician acted improperly or unwisely or for other than 
medical purposes solely because he has dispensed to 
one of them in the ordinary course, and in good faith, 
four small tablets of morphin or cocain for relief of 
conditions incident to addiction. What constitutes 
bona fide medical practice must be determined on con- 
sideration of evidence and attending circumstances. 
Mere pretense of such practice, of course, cannot legal- 
ize forbidden sales, or otherwise nullify valid provi- 
sions of the statute, or defeat such regulations as may 
be fairly appropriate to its enforcement within the 
proper limitations of a revenue measure. 

The opinion in United States v. Behrman, 257 U. S. 
280, 287, 42 S. Ct. 303, can not be accepted as authority 
for holding that a physician, who acts bona fide and 
according to fair medical standards, may never give 
an addict moderate amounts of drugs for self-admin- 
istration in order to relieve conditions incident to ad- 
diction. Enforcement of the tax demands no such 
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drastic rule, and if the act had such scope it would 
certainly encounter grave constitutional difficulties. 

The narcotic law is essentially a revenue measure, 
and its provisions must be reasonably applied with 
the primary view of enforcing the special tax. This 
court finds no facts alleged in the indictment sufficient 
to show that the accused had done anything falling 
within definite inhibitions or sufficient materially to 
imperil orderly collection of revenue from sales. 
Federal power is delegated, and its prescribed limits 
must not be transcended even though the end seems 
desirable. The unfortunate condition of the recipient 
certainly created no reasonable probability that she 
would sell or otherwise dispose of the few tablets 
entrusted to her; and this court can not say that by 
so dispensing them the physician necessarily trans- 
cended the limits of that professional conduct with 
which Congress never intended to interfere—J. A. 
M. A. 





Book Reviews 


Tue Mepicat ScIENCES IN THE GERMAN UNIVERSITIES. 
A Srupy 1n THE History or Civivization, TRANs- 
LATED FROM THE GERMAN OF THEODORE BILLROTH 
WITH AN IntRopUCTION By Witt1aAm H. WELcH. 
New York. The MacMillan Company, 1924. 


This book on medical education published nearly 
fifty years ago now appears for the first time in Eng- 
lish translation. This is a work of enduring value 
characterized by a breadth of view and the enuncia- 
tion of certain general principles as sound and needful 
of utterance today as when they were first expressed; 
a book, moreover, singularly suggestive and stimulat- 
ing in its discussion of many fundamental as well as 
detail problems of medical education, which are still 
of vital interest, especially in this country at the 
present stage of development of our medical schools. 


Tue Surcicat Curnics or Norto America. Issued 
serially, one number every other month.) Volume 
IV, Number V (Portland-Seattle Number, October, 
1924), 263 pages with 112 illustrations. Per clinic 
year (February, 1924, to December, 1924). Paper, 
$12.00; cloth, $16.00 net. Philadelphia and London. 
W. B. Saunders Company. 


The contributors to this volume are Doctors James 
B. Eagleson, J. Earl Else, W. B. Holden, Geo. M. 
Horton, Everet O. Jones, Thomas M. Joyce, Otis Floyd 
Lamson, J. Tate Mason, K. P. Moran, A. H. Peacock, 
A. E. Rockey, C. W. Sharples and George W. Swift. 


A Manvat or Puysicat Dracnosis. 
M. D. Ninth Edition. Revised by Henry C 
Thacher, M. D. Illustrated. Philadelphia and New 
York: Lea & Febiger. 1925. Price, $3.25. 


This manual is intended for the student at the be- 
ginning of his study of physical diagnosis and will con- 
tinue to ingratiate itself into the daily routine of work 


By Aurin Flint, 
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of the doctor after he engages in the practice of medi- 
cine. The present day trend is for young men to 
rely more and more upon the X-Ray and other modern 
mechanical methods for diagnosis. In this respect the 
work fills a long felt want. 


Mopern Surcery, General and Operative, by Chalmers 
Da Costa, M. D., LL.D., F. A.C. S. Samuel D, Gross, 
Professor of Surgery, Jefferson Medical College, 
Philadelphia, Ninth Edition, Revised and Reset. 
Octavo of 1527 pages with 1200 illustrations, some 
in colors. Philadelphia and London: W. B. Saun- 
ders Company, 1925, cloth, $10.00 net. 


This work has run through nine editions in rapid 
succession. This is sufficient recommendation. In this 
edition much new material appears, thus bringing the 
work up to date. 


Tue Mepicat Ciinics or North America, (Issued 
serially.) one number every other month. Volume 
VIII, Number VI (Boston Number, May, 1925). 
Octavo of 278 pages and 47 illustrations and com- 
plete index to volume VI. Per clinic year (July, 1924, 
to May, 1925). Paper, $12.00; cloth, $16.00. Phila- 
delphia and London: W. B. Saunders Company. 


The contributors to this number are Doctors David- 
son, Emery, Isaacs, Joslin, Kiefer, Lawrence, Lee, 
Levine, Locke, McClure, Morse, Nissen, O’Hara, Pratt, 
cilla White. 


Mopern Marriace. A handbook by Paul Popenoe. 
New York. The Macmillan Company. 1925. Price, 
$2.50. 


INFECTIONS OF THE Hanp. A guide io the surgical 
treatment of acute and chronic superative processes 
in the fingers, hand, and forearm. By Allen B. 
Kanavel, M, D. Fifth edition, thoroughly revised. 
Illustrated with one hundred and ninety-six engrav- 
ings. Philadelphia and New York. Lea & Febiger. 
1925. Price, $5.50. 


In this work the author has striven to bring the 
subject of infection up to date and the author lays 
special stress on the incident of instituting early 
drainage and the necessity of attempting to preserve 
the function of the hands. 


1924 CoLLecTeD Papers oF THE MAyo CLINIC AND THE 
Mayo Founpation, Rochester, Minnesota. Octavo of 
1331 pages, 254 illustrations. Philadelphia and Lon- 
don. W. B. Saunders Company, 1925. Cloth, $13.00 
net. 


This volume is a complete reference record of all 
papers for the year 1924 from the Mayo Clinic and 
the Maye Foundation. The lists of contributors is 
long and the subject covers diseases of the alimentary 
tract urogenital organs, ductless glands, blood and 
circulatory organs, skin and syphillis, head, trunk and 
extremities, brain, spinal cord and nerves, technic, etc. 
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A SUGGESTED ANALOGY BETWEEN 
HYPERTHYROIDISM AND 
GASTRIC ULCERS* 
Grorce W. Critg, M. D. 


Cleveland Clinic 
CLEVELAND, 0. 


The importance of a consideration of peptic 
ulcer as a manifestation of a kinetic drive has 
“een suggested by various recent articles on 
gastric and duodenal ulcer which have appeared 
in the literature, as has the point of view that 
peptic ulcer is a final manifestation of a general 
systemic condition which must be primarily con- 
sidered in its management. Thus, Smithies, as 
a result of the study of “2160 operatively proven 
duodenal ulcers and 876 similarly demonstrated 
gastric ulcers” concludes “that peptic ulcer is 
not only the local duodenal or the gastric compli- 
cation of an acute transient or a chronic, progres- 
sive, systemic disturbance of varied etiologic ori- 
gin but that its clinical management cannot 
promise hope of success if the local gastric or 
duodenal defect receives practically all the at- 
tention, while the primary systemic fault is al- 
lowed to progress unrestrained.” This fact alone 
is sufficient to explain the great divergence of 
opinion as to the immediate cause of gastric 
and duodenal ulcer. Whether or not such a final 
cause shall ever be securely established it is ob- 
vious that its action is marked by these general 
contributing factors. Thus infection may be the 
immediate cause but the cause is not infection 
alone; it is not thrombosis alone; it is not hyper- 
acidity alone; it is not auto suggestion alone; 
it is not emotional or physical strain alone; it 
works in the presence and in the absence of 
focal infection; it works in the presence and in 
the absence of hyperchlorhydria. But the pres- 
ence of any of these abnormal conditions may be 
the factor which causes a lesion in the individual 
attacked, in the weakest spot ; thus in one the thy- 
roid gland may be the point of attack ; in another 
the kidneys; in another the pancreas; in another 
the stomach. That peptic ulcer is characterized by 
the presence of hypersecretion of the gastric 
juice is generally acknowledged, though whether 
or not hyperacidity is a causative factor is dis- 
puted. While Smithies asserts that “hyperacid- 


“Address in surgery bsieve the Illinois State Medical 
Society, Quincy, May 20, 1925 
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ity does not mean ulcer, nor does ulcer indicate 
hyperacidity,” Mann and Williamson by experi- 
ments on dogs have produced typical subacute 
or chronic peptic ulcers experimentally by divert- 
ing the secretions which neutralize the gastric 
juice as it leaves the stomach thus increasing the 
degree of acidity; and Deaver in a paper deliv- 
ered a few months ago makes the statement : 

“As to the gastric chemistry, it is pretty well acknowl- 
edged that some change in the chemistry of the stom- 
ach and ulcer go hand in hand, the change usually 
consisting of a hyperchlorhydria. I say usually, be- 
cause I am well aware that not all cases of peptic ulcer 
are associated with hyperacidity, but the relationship 
between the two is sufficiently frequent to be more than 
incidental. Whether the hypersecretion, when present, 
produces the ulcer, or the ulcer the hypersecretion is 
still a matter of argument. While the consensus of 
opinion seems to be that hyperacidity is first present, 
it nevertheless would seem that the ulceration once 
formed without doubt maintains the hypersecretion, 
thus creating a vicious circle with its attendant clinical 
symptoms and pathological manifestations. In other 


words, hyperacidity prepares the way for the action of 
whatever secondary factors, usually of an infectious or 
toxic nature, may be at work in the pathogenesis of 
chronic peptic ulcer. 

The fact that the pylorus and the lesser cur- 
vature are the parts of the stomach most fre- 
quently attacked by ulcer signifies the direct re- 


lation of hyperacidity to ulcer formation. In 
our series, ulcer of the stomach has been situated 
in the pylorus or lesser curvature in 81.5 per 
cent of the cases—in the pylorus in 52 per cent. 
Moreover, it is significant that there is no chronic 
ulcer of the mouth, of the esophagus or of the 
small intestine when there is no free hydrochloric 
acid. Ulcer occurs only where there is free acid, 
namely, in the stomach and duodenum. 

Aside from the hyperfunction of the mecha- 
nism which governs the gastric secretions which 
is analogous to the hyperfunction of the thyroid 
gland in hyperthyroidism, the following facts 
are significant in their bearing upon the ‘kinetic’ 
factors in the production of peptic ulcer and in 
their further indication of the analogy between 
peptic ulcer and hyperthyroidism. The occur- 
rence of peptic ulcer is more common in young 
adults. 

A study of the records of 125 of our cases 
showed the highest incidence between the ages 
of 30 to 40 years, while 94—75 per cent were 
under 50 years of age. The histories of these 
cases show, moreover, that in the majority of 
cases the patient presented himself for treatment 
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with a history of repeated attacks of ‘indigestion’ 
or ‘dyspepsia’ extending over long periods. Thus 
in this series the duration of symptoms was 
more than ten years in 18 cases—14 per cent, 
more than five years in 28 cases—22 per cent, 
and more than 2 years in 58 cases—46 per cent. 
In 6 cases the symptoms had been present for 
over 20 years. According to Smithies 20 years 
is the average length of time which has elapsed 
since the first remembered attack. It is more 
common in individuals of strenuous occupations 
associated with nervous strain. 

These facts regarding peptic ulcer indicate 
the similarity of the phenomena accompanying 
the incidence and course of peptic ulcer and the 
incidence and course of hyperthyroidism. Hy- 
persecretion of acid is the central feature of, if 
not the actual cause of peptic ulcer; hypersecre- 
tion of the thyroid hormone is the central feature 
of, if not the actual cause of hyperthyroidism. 
Hyperacidity and hyperthyroidism both tend to 
elect young adult life; both flourish in the at- 
mosphere of stress and striving. Hyperthyroid- 
ism and hyperacidity are induced and are aug- 
mented by overwork, by worry, by focal infec- 
tions, by autointoxication ; both are increased by 
a high protein diet; both are associated with a 
changed personality; both are improved by a 
holiday with complete change of environment— 
by camping, fishing, hunting, traveling, motor- 
ing, by the substitution of favorable news for 
bad news, of assurance for anxiety; both tend 
to chronicity or to relapse. Neither is preval- 
ent among inferior races, among the indolent 
or dullards of higher races or among degener- 
ates, morons or the insane; both flourish in driv- 
ing, compelling, ambitious, conscientious’ person- 
alities. Both are prevalent among individuals of 
keen desires and internal struggle; among those 
who grieve and fret. In general, the incidence 
of both peptic ulcer and hyperthyroidism is 
highest in those men and women of the white 
race who are carrying the burden of civilization. 

Moreover, as is indicated by the pecularities of 
these individuals, the successful management of 
both hyperthyroidism and hyperacidity requires 
a re-education, a new point of view regarding 
life, a new philosophy, no less than rest and diet 
and surgery. In each of these conditions, there- 
fore, the result of medical management which 
ranges from no relief to permanent recovery, de- 
pends on the personal equation of the medical 
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advisor, and equally upon the personal equation 
of the patient. 

In view of these analogies it is not surprising 
to find a like controversy as to the relative 
values of medical treatment and of surgery in 
the treatment of peptic ulcer which is analogous 
to that which has been waged in connection with 
the treatment of hyperthyroidism. Medical 
treatment plus rest relieve the symptoms of 
peptic ulcer; medical treatment plus rest re- 
lieve the symptoms, of hyperthyroidism. In 
cases of peptic ulcer the period of freedom from 
symptoms is in direct relation to the length and 
periodicity of adherence to a properly controlled 
hygienic regimen. The same is true of hyper- 
thyroidism. A return to the former environment 
or a breaking away from the prescribed regimen 
ig accompanied by a return of the symptoms of 
peptic ulcer. The same is true of hyperthyroid- 
ism. It would appear logical, therefore, that in 
the case of peptic ulcer, that portion of the 
mucosa, the resistance of which has already been 
weakened, should be removed and that the, pos- 
sibility of hypersecretion, a certain and aggra- 
vating factor, if not the immediate cause of the 
ulcer should be removed. In other words, hyper- 
thyroidism should be removed; and at this point 
our analogy fails for hyperthyroidism has been 
all but conquered. It is true that there exists 
some controversy as to the method of choice for 
the reduction of the secretory tissue whether it 
is best accomplished by radiation or by surgery, 
but nevertheless the consensus of opinion is that 
such a reduction is the only method by which a 
final cure can be effected. No such uniformity of 
opinion exists regarding the hypersecreting stom- 
ach in spite of the uniform failure of all other 
methods of treatment. Thus the Sippy treat- 
ment alone is temporizing; gastroenterostomy, 
as Moynihan states, offers trivial advantages; 
sleeve resection cripples the motility of the 
stomach ; cauterization substitutes a burn and a 
scar for the existing ulcer, if it is only an ulcer; 
and if it is a cancer then cauterization is cer- 
tainly inadequate, for it leaves untouched the 
fundamental cause of the ulcer which’ preceded 
the cancer. Pyloroplasty in the treatment of 
ulcers of the lesser curvature would seem anal- 
ogous to excision of the thymus for hyperthy- 
roidism. 

As for duodenal ulcer, according to the re- 
ports of Balfour of the Mayo Clinic, the method 
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of treatment would appear to be established. Our 
own results compare favorably with his report 
that “In duodenal ulcer, gastroenterostomy, 
combined, of necessity, with excision of ulcer, 
gives 95 per cent. of satisfactory results, and 
« mortality rate between one and two per 
cent.; combined as a routine with cautery or 
knife excision of the ulcer, 90 per cent. satis- 
factory results and a mortality rate between 
two and three per cent., are claimed.” These 
results present a marked contrast to the larger 
mortality and the many complications which 
follow gastroenterostomy for gastric ulcer. The 
unsolved problem is the treatment of the 
chronic gastric ulcer, especially the ulcer with a 
heavy indurated base and adhesions. As a prime 
impetus to the intensive study of this problem we 
should frankly admit that in the treatment of 
gastric ulcers of this type both medicine and sur- 
gery have failed. Until recently the surgical 
treatment of gastric ulcer has been in the ten- 
tative position of surgery of the thyroid before 
the thydroidectomy of Kocher. 

In a recent visit to the clinic of Moynihan and 
to clinics in Scandinavia, I found that every- 
where gastroenterostomy had given place to gas- 
trie resection, for the definite purpose of reduc- 
ing hypersecretion, just as thyroidectomy is per- 
formed to reduce the thyroid secretion. Moyni- 
han, Schoemaker, Finsterer and Haberer have an 
immediate mortality of from two to three per 
cent. and each reports that his clinical results are 
wholly different from the results of gastroenter- 
ostomy, of cauterization or of local excision ; that 
is to say, the operative objective is changed from 
the excision of the lesion or drainage or alka- 
linization, to the fundamental underlying cause 
of the condition; namely, the hypersecretion it- 
self. Moreover, not only is the ulcer-provoking 
hypersecretion controlled, but the common site 
of cancer of the stomach is removed. 

One objection to this radical procedure seems 
to be the wide opening in the jejunum. This I 
have found is readily overcome by a modification 
in technic whereby the large opening in the stom- 
ach is adjusted to a small opening in the 
jejunum. 

Since shock and hemorrhage are controlled by 
seizing and holding the initiative by blood trans- 
fusion, water, morphin and rest and by a shock- 
less operation achieved by local anesthesia, 
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nitrous-oxid-oxygen analgesia and minimum 
trauma, the feeblest patients can be carried 
through successfully. Not only the results of 
the operation itself, but infections also are con- 
trolled by the technical management and the 
maintenance of general resistance. 

Finally, and here again the ever present anal- 
ogy with hyperthyroidism presents itself—the 
operation is but one factor in the final result. 
Recovery demands a prolonged control of the 
patient under a regimen of enforced rest, pre- 
scribed diet and adjusted environment. 

The repair of herniae, the removal of a dis- 
eased appendix, operations upon bones and 
joints, operations for the removal of benign and 
malignant tumors are for the repair of patho- 
logic anatomical conditions; operations for hy- 
perthyroidism and disturbed gastric function are 
occasioned by a pathologic physiological condi- 
tion. The line of problems presented by these 
conditions must, therefore, be interpreted in 
terms of physiology and not in terms of anatomy. 

For the present in our clinic we have adopted 
the following general plan of treatment: 

1. All patients with acute gastric or duodenal 
ulcers are referred first to the medical depart- 
ment for treatment and management. 

2. If medical relief does not appear within 
two weeks the patient is referred to the surgical 
department. 

3. In cases of duodenal ulcer Finney’s pylor- 
oplasty is used if local conditions, such as adhe- 
sions, permit; in suitable cases a gastroduoden- 
ostomy is made; in all others a posterior gastro- 
enterostomy. 

4. In cases of calloused gastric ulcer, and of 
peptic ulcer following gastroenterostomy for 
duodenal ulcer, a wide resection of the stomach, 
including the pylorus, is made. This produces a 
permanent reduction in gastric secretion and up 
to the present time has been followed by better 
clinical results than have heretofore been 
secured, 

These analogies and the present plan of man- 
agement, which has proved effective in the treat- 
ment of hyperthyroidism and of gastric ulcer. 
which involves in each case the reduction of the 
hypersecreting tissue, have been based upon my 
personal experiences in 9,400 operations on the 
thyroid, including 6,427 thyroidectomies, of 
which 3,663 were for hyperthyroidism, and the 
experience of my associates and myself in 1,009 
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operations on the stomach, of which 235 were 
for ulcer of the stomach. This last series in- 
clude 47 partial gastrectomies for ulcer. 





EFFECTIVE TREATMENT OF OSTEO- 
MYELITIS BY ALUMINUM- 
POTASSIUM NITRATE* 


Max Tuorex, M. D. 


Surgeon-in-Chief, The American Hospital, 
CHICAGO 


Most surgeons are familiar with the distress- 
ing picture presented by patients suffering from 
chronic suppurative bone disease, especially 
osteomyelitis. The various” therapeutic meas- 
ures, including surgery, devised for the relief 
of this condition have only given a modicum of 
success. The history of these cases is often a 
mournful succession of operations for continuous 
exacerbations of the disease ; some patients spend 
a miserable incapacitated existence until relieved 
by death. 

The writer’s experience in the surgical treat- 
ment of chronic osteomyelitis having paralleled 
the general experience, he was led to the investi- 
gation of some more effective method of dealing 
with the condition, more especially since the 
world war had brought a number of methods of 
dealing with infective processes to an effective 
test. 

It was found that methods of treatment based 
upon the use of antiseptic or germicidal agents, 
including the anilin dyes, were open to the objec- 

















Fig. 1. 


tion that they either fail to fulfill the desiderata 
of low toxicity, high germicidal index and free- 
dom from after-effects which tend to delay or 
inhibit natural regenerative processes, or else 





*Read before the Douglas Park Branch of the Chicago 
Medical Society, April 21, 1925. 
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there is a mechanical difficulty in bringing the 
antiseptic or germicide into close association with 
the chronic bone process. It was further observed 
that, in order to be really effective, the method 
of treatment must be a biological one by which 
the natural tendency of processes within the 
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Fig. 2. Typical A. P. N. skin reaction. 


body to eliminate invading or infecting organ- 
isms should be availed of. The method sought 
for should be one which would marshal the nat- 
ural biological defensory power to the site of 
attack. 

From observations in the meat preserving in- 
dustry and from some scattered reports in lit- 
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erature, potassium nitrate was known to be an 
effective oxidizing agent; but, on using appli- 
cations of potassium nitrate alone in a num- 
ber of clinical cases, the writer found that 
although it was effective, it produced such irri- 
tation and sloughing, together with maceration 





Fig. 3-A. H. S. Case 20286. Male. Age 34. X-ray 
taken on admission to hospital showing fragments of 
shrapnel, also osteomyelitis in region of lesser tro- 
chanter. 


of surrounding normal tissues that its use alone 
was almost prohibitive. In order to obtain the 
maximum therapeutic value of potassium 
nitrate applications in an area of chronic sup- 
purative disease, it became evident that some 
modifying agent should be employed. This 
agent was found in astringent and non-irritative 
aluminum nitrate. It was necessary, however, 
that the combination of the salts should be 
effected in a particular manner, otherwise the 
combination could disintegrate and the potas- 
sium nitrate again exercise its irritative and 
macerative properties. 

The aluminum-potassium-nitrate compound 
now used is prepared by crystallizing aluminum 
nitrate and potassium nitrate from concentrated 
nitric acid which does not cause hydrolysis of 
the aluminum nitrate. The quantity of alumi- 
num nitrate and of potassium nitrate used should 
be in the proportion of the molecular weight of 
one molecule of aluminum nitrate to three times 
the molecular weight of one molecule of potas- 
sium nitrate. For example, 375 grains of alumi- 
num nitrate and 303 grains of potassium nitrate 
in sufficient hot concentrated nitric acid to dis- 
solve the substance, will produce a solution from 
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which the double salt Al (NO,),, 3KNO,IOH,O 
will crystallize out on cooling, and after drying 
the product it contains approximately 31 per 
cent. aluminum nitrate, 44 per cent. potassium 
nitrate and 25 per cent. water of crystallization. 
About 500 c. c. of concentrated nitric acid, kept 
hot by means of the water bath, is a suitable 
quantity of acid in which to dissolve one kilo 
of aluminum nitrate and potassium nitrate 
mixed in the proportions indicated. The 
product is further diluted with nine parts of 
potassium nitrate and the resulting mixture is 
incorporated in the dressing used in the treat- 
ment which will presently be described. 

Animal experimentation has shown that the 
compound, used either orally or by the sub- 
cutaneous, intravenous or intraperitoneal routes, 
was entirely non-toxic, even in dosage much 
higher than that used externally in the treat- 
ment of human affections. 








Fig. 3-B. H.S. Case 20286. Male. Age 34. Three 
months after removal of foreign bodies. A. P. N. 
started 9-3-24. 


The action of the aluminum-potassium- 
nitrate compound was found, both experimen- 
tally and clinically, to be quite different from 
that of antiseptics and germicides. It actually 
assists and intensifies the growth of bacteria 
when added to culture media. (Fig. 1.) Its 




















Fig. 3-C. H. S. Case 20286. Male. Age. 34. After 
58 days of A. P. N. treatment, Dec. 2, 1924. 


action also differs in this respect from that of 
dyes which inhibit the growth of bacteria. 
The aluminum-potassium-nitrate compound 
is applied directly to the skin over the affected 
area in a plastic dressing into which the com- 
pound is incorporated. A very suitable vehicle 
is prepared from ordinary rolled oats sterilized 
for two hours, in order to destroy the proteo- 
lytic enzymes which would otherwise tend to in- 
vert or sour it. The vehicle is made by adding 
about 50 ce. ec. of boiling water to the ounce of 
dry rolled oats and stirring until a uniform 
mass is produced, after which the aluminium- 
potassium-nitrate compound is added and thor- 
oughly mixed. The average dose is approxi- 
mately thirteen grains of the compound to the 
ounce of dry rolled oats. The dressing is ap- 
plied about one-eighth of an inch thick. 
directly to the skin, well beyond the limits of 
the affected area, and is covered over with some 
waterproof material, such as oiled silk. The 
dressing must remain absolutely in contact with 
the skin continuously and should be changed as 
often as it becomes saturated with secretions 
and at least once in thirty-six hours. 
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If the aluminum-potassium-nitrate com- 
pound be applied in a non-plastic medium, such 
as a gauze pack, it does not produce any of the 
typical reactions or effects following its appli- 
cation in the manner above described. 

The first effect and typical reaction is the 
appearance of an erythema manifested within 
forty-eight hours,. This is followed by the ap- 
pearance of pustules and vesicles containing 
purulent fluid confined to the area affected. 
(Fig. 2.) This definite reaction continues while 
infection persists in the underlying deep tissues. 

Since the discovery of the curative properties 
of aluminum-potassium-nitrate compound in 
chronic suppurative diseases considerable more 
than 100 cases have been successfully treated by 
the method in The American Hospital, Chicago. 
These included bone tuberculosis, where second- 
ary infection was an added complication, 
various postoperative wound infections, gan- 
grene, and a large series of cases of osteomyeli- 
tis. In this paper, however, I desire only to 
refer to the value of the method in the treat- 
ment of chronic osteomyelitis, especially of the 
long bones. 

It will, therefore, be convenient to here dis- 
euss the clinical effects of applications of the 





Fig. 4-A. 


Fig. 4-B. 
Fig. 4-A. M. M. Case 15279. Male. Age. 38. X-ray 
taken at beginning of A. P. N. treatment. 
Fig. 4-B. M. M. Case 15279. Age. 38. X-ray taken 
13 months after beginning of A. P. N. treatment. 
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compound in cases of this kind, that is to say 
in chronic cases of osteomyelitis with sinus 
formation, of many years’ standing, where there 
has been only a thin serous discharge in which 
microscopically a few epithelial cells and an oc- 
casional leukocyte may be seen. Within twelve 





Fig. 5-A. R. P. Case 629. Female. Age 11. A. 
P, N. treatment begun April 28, 1923. 


to twenty-four hours after application of the 
dressing, there appears a marked purulent dis- 
charge containing innumerable polymorphonu- 
clear leukocytes and tissue shreds, although no 
reaction is yet apparent on the skin. This in- 
dicates that in these twelve to twenty-four hours 
some element from the dressing must have 
dialyzed through the skin into the deeper tis- 
sues in order to produce this acute reaction call- 
ing forth an increased leukocytosis expressed in 
terms of increased pus discharge. 

That dialyzation occurs through the skin may 
further be proved by inserting a tube into the 
existing sinus, sealing the tube to the surround- 
ing skin, and observing the volume and character 
of the discharge before any dressing is applied. 
A comparative observation is then made after 
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application of the aluminum-potassium dressing, 
and it will be found that there is a tremendous 
increase in the volume and a great change in 
the character of the discharge, which now con- 
sists almost entirely of leukocytes and debris. 
If the dressing be discontinued the discharge wil! 
subside and in a few days return to its original 
amount and character. There must necessarily 
be an acute biological reaction within the tis- 
sues producing a rapid autolysis and liquefac- 
tion of the pathologic products within the dis- 
eased area. This liquefaction and autolysis is 
produced, first, by the influx of leukocytes and 
phagocytes, and, second, by nascent oxygen set 
free and acting on the diseased tissues without 





Fig. 5-B. R. P. Case 629. After 7 months of A. 
P. N. treatment. Nov. 29, 1923. 
affecting the normal tissues. The nascent oxy- 
gen is probably derived by the splitting of the 
nitrate ion in its passage through the skin into 
the deeper tissues. It is on account of its value 
as an oxidizing agent that potassium nitrate is 
used in the meat curing industry. Nascent oxy- 
gen does not alter normal healthy tissue but the 
infiltrated tissues, which are contaminated with 








organisms, are affected by the aluminum- 
potassium compound and for these it has a 
selective action. 

The vesicle and pustule formation probably 
results from stimulation of latent bacteria into 
marked activity by the aluminum-potassium- 
nitrate compound which has been proved to be 
an excellent culture medium. How this action 
is brought about, and whether it is dependent 
upon the well known properties of nitrogen in 
favoring bacterial propagation and growth, the 
writer is unable to say. It is desired merely to 





Fig. 5-C. R. P. Case 629. X-ray taken June, 1924. 
Six months after completion of treatment. No re- 
currence. 


refer to the clinical and therapeutical effects 
which are observed. Clinically the pustules 
seem to connect with the deeper tissues and fine 
probes can be passed through the skin pustules 
into the bone cavity in cases of osteomyelitis. 

In the case of a small area of osteomyelitis in 
the middle third of the femur, with infiltration 
of the adjacent soft tissues, a dressing applied 
over the entire length of the femur will not pro- 
duce a typical reaction on the skin throughout 
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the length of the area covered by the dressing, 
and no vesicles or pustules will appear beyond 
the affected or infected areas. The aluminum- 
potassium-nitrate compound is, therefore, appar- 
ently selective in its action because it produces 
no reaction where no pathogenic organisms are 
present. The reaction definitely outlines the 
area of infection, and the vesicles and pustules 
culturally in almost every instance showed the 
same organisms that are isolated from the 
deeper tissues. 

The exudate after application of the nitrate 
dressing will be found to contain a markedly in- 
creased number of organisms; but also the viru- 
lence of these microbes will be found to decrease 
in proportion to the increased rate of propaga- 
tion. At the same time the resisting elements 
of the natural forces are increased as made evi- 
dent by the extreme local leukocytosis and 
phagocytosis. Moreover, the increased local 
exudation gives relief through the elimination of 
noxious products which, prior to the institution 
of treatment, were absorbed, producing the usual 
systemic effects due to the action of toxins. 
This increased local elimination of toxins per- 
mits the natural organs of elimination to re- 
cuperate and resume their normal functioning. 
The general systemic improvement, following 
the application of the dressing, is- frequently 
startling. The flexibility, appearance and func- 
tioning of all tissues are often restored to a sur- 
prising degree in an astonishingly short space of 
time. 

It should be remarked that no definite dosage 
of aluminum-postassium-nitrate compound can 
be laid down as applicable to all cases. The 
dosage varies with the case and with the patient. 
The safe and rational clinical procedure would 
be to start with a small dose (say five grains per 
ounce of vehicle), and gradually increase it to 
the limit of individual sensitivity. 

In the American Hospital, Chicago, since the 
inception of the aluminum-potassium-nitrate 
method of treatment of osteomyelitis a great 
many cases have been treated. These cases are 
shown in the accompanying tabular statement 
and comprise all types of this affection, both 
traumatic and hematogenetic. In many of the 
cases the nitrate treatment was used as a prelim- 
inary to operation; in others as a post-operative 
treatment. In a large number of the cases in 
which the treatment was instituted as a prelimini- 
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nary to operation it was found that the results 
from the aluminum-potassium treatment were so 
good as to obviate surgery. The use of aluminum- 
potassium-nitrate, as herein described, is not sug- 
gested in any way as a substitute for rational 
surgery when indicated, as in acute fulminating 
cases of osteomyelitis, but only as a pre- or post- 
operative treatment of chronically infected 
cases. The preoperative treatment enables the 
surgeon to work under more favorable condi- 
tions when surgery is indicated, and the post- 
operative use generally shortens hospitalization as 
well as obviating many secondary operations. 
The photographs and radiographs of several 
of these cases are given to show the type of cases 
treated. These pictures also show the gradual 
effect of the treatment and the final results. In 
this regard the illustrations speak better than 
any amgunt of description and convey adequately 
what may be expected from the aluminum- 
potassium-nitrate method of treatment of osteo- 
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myelitis when persistently carried out according 
to the technic described. The cases illustrated 
are not specially selected, but are typical of the 
general run of cases as they present themselves 
in the clinic, and of the results obtained when 
such results are favorable. 

Of the fifty-five cases treated twenty-nine 
were clinically cured and twenty-five showed a 
greater or lesser clinical improvements. 

These results are so vastly superior to those 
obtained by methods previously employed, in- 
cluding surgery alone, that they may be fairly 
considered as indicating a new era in therapeu- 
tics of this condition. 

I may add that other surgeons, who have 
watched this method and who themselves have 
put it into practice, have been very favorably im- 
pressed, and it is my hope that the method, as 
described, may be tested in a more extensive 
scale, by different surgeons and the results col- 
lected and reported. 


TABULATION OF THE RESULTS OF TREATMENT OF FIFTY-FIVE CASES 





OF OSTEOMYELITIS 


¢ Hosp. Clin : Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin d Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin. Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin. Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin. Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin. Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin. Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin. Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
Hosp. Clin. Diagnosis and Con- 

Patient No. No. Age Sex Previous History dition on Admission Treatment Result Surgeon 
> aa 675 83 M. Two teeth extracted Traumatic osteomy- A. P. N. treatment Nodeformity. Cure. Thorek 
by Dr. Pfister. elitis of lower jaw. Aug. 14-Oct. 30, 

1923. 
M.M. 21246 663 11 F. Four previous cu- Osteomyelitis of left Treatment started Abscess on lumbar Thorek 
rettements of tibia. tibia and lumbar July 18, 1924. region healed up 
spine. Sept. 2, 1924. While 
still under treatment 
‘ marked improve- 
ment noted. Able to 
walk normally. 
M.M. 20118 661 18 M. Two previous opera- Osteomyelitis of left A. P. N. treatment Left tibia free of Thorek 
tions on left tibia. tibia and right fe- began April 8, 1924. infection Aug. 
mur comp! icating 1924; still un der 
eed tubercu- treatment for right 
losis. femur; improved. 
& 19837 696 45 F. Gunshot wound in Osteomyelitis of left A. P. N. treatment Patient left hospital Thorek 
1900. Operated on femur _ including started March, 1924. April 8, 1924, free 
elsewhere for re- knee. X-ray shows from pain. Sept. 5, 
moval of osteomye- many buckshot in 1924, no signs of 
litic focus, Nov., knee and soft tis- recurrence; sinus 
1923 sues immediately closed. Cured. 
above. 
F. K. 16895 618 25 M. Reduction of frac- Osteomyelitis follow- A. P. N. treatment Complete cleaning Thorek 
ture and wiring. ing compound com- Sept. 25-Nov. 18, up of osteomyelitic 
minuted fracture of 1928,, and July-Oct. focus. Cured. 
right femur. 2 924. 
L.M. 19293 660 38 F. Incision on back of Osteomyelitis and A. P. N. treatment Incision healed Thorek 


hand with drainage 
e. same Aug. 13, 


acute ue of 
tissues of dorsum of 
hand. 


Aug. 14, 1923,-Feb. 


about 75% of nor- 


29, 1924. Incision mal function re- 
on baek of hand tained. Cure with 
with drainage of 

hand. 


slight limitation of 
motion. 
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Two previous opera- 
tions on lower 8rd 
of humerus for os- 
teomyelitis. 


Four previous opera- 
tions for relief of 
osteomyelitis of fe- 
mur without success, 


Three previous oper- 
ations for relief of 
osteomyelitis of left 
tibia and foot. 


Infection of 8 years 
standing, not oper- 
ated. 


Previously operated 
on at Postgraduate 
Hospital, Chicago, 
further operative in- 
terference declined. 


Six previous opera- 
tions, last at Presby- 
terian Hospital, Chi- 
cago. 


Three previous op- 
erations proved fu- 
tile as to cure, 


No previous opera- 
tion. 


Affection treated 3 
weeks as sprain and 
brought to hospital 
when _ temperature 
rose to 102° F., 


Treated for 6 mos. 
previously for rheu- 
matism; no opera- 
tive history. 


No history of trau- 
ma. 


Osteomyelitis of 
right elbow. Elbow 
limited in motion, 
ene and swol- 
en, 


Osteomyelitis of fe- 
mur (lower third). 


Osteomyelitis of left 
tibia and foot. X- 
ray showed spiral 
oblique pat hologic 
fracture of tibia. 


Osteom yelitis of 
small bones of wrist; 
three small discharg- 
ing sinuses. 


Osteomyelitis of 
head of Ist meta- 
tarsus; operation de- 
clined. 


Osteomyelitis of left 
knee with much scar 
tissue formation. 


Osteomyelitis of 
both tibiae. X - ray 
shows results of 
operative interfer- 
ence; foci and some 
low grade activity 
present. 


Osteomyelitis of left 
knee. 


Osteomyelitis of 
right tibia. X-ray 
shows activity in 
middle 3rd of tibia; 
one sinus with small 
amount of drainage; 
considerable pain. 


Osteomyelitis of left 
humerus. X-ray 
shows considerable 
destruction of lower 
half of left humerus; 
operative interfer- 
ence declined at this 
time; arm consider- 
ably swollen, flexed 
and painful to any 
motion. 


Osteomyelitis of left 
ankle. -ray shows 
involvement of talus, 
os calcis and lower 
end of tibia. 


Osteomyelitis of 
upper third of fe- 
mur. 


Osteomyelitis of 
thumb. X-ray shows 
destruction of ter- 
minal phalanges. 


A. P. N. treatment 
June 1-Nov. 10, 
1923. 


A. P. N. treatment 
Dec. 28, 1923;- still 
under treatment. 


A. P. N. treatment 
started Sept. 23, 


1923; still under 
treatment. 
A. P. N. treatment 


started July 16, 
1924. 


A. P. N. treatment 
Aug. 10-Sept. 25, 
1923. 

A. P. N. treatment 
Nov. 9, 1922,-Mar. 
22, 1923. 

A. P. N. treatment 


Dec. 9, 1922-Jan. 25, 
1923. 


re in extension; 

: N. treatment 
kd 13-July 23, 
1923, 


A. P. N. treatment 
Jan. 21-April 14, 
1922. 


A. P. N. treatment 
Aug. 20. 1923—Jan. 
29, 1924, 


Incised and packed 
by Dr. Thorek, Ma 
15, 1928, and A. Pp. 
N. treatment started 
May 18, 1923. con- 
tinuing until July 
26, 1923. 


A. P. N. treatment 
begun Feb. 11, 1924. 


Incised by Dr. 
Thorek, July 15, 
1924. A. P. N. treat- 
ment July 17 - Sept. 
8, 1924, 


August, 1925 


Full motion re- 
stored; x-ray exam- 
ination shows regen- 
eration of osseous 
defects. E x amina- 
tion Mar. 15, 1924, 
shows no sign of re- 
currence. Cured. 


X-ray examination 
shows progressive 
and marked im- 
provement. 


X-ray shows com- 
plete involucrum 
formation with seg- 
ment of old cortex 
as sequestrum. Op- 
erative removai of 
sequestrum declined. 
Improved. 


Patient remained in 
Chicago one week, 
then returned to 
Canada, continuin 

treatment himself. 
Reports great im- 
provement; is re- 
gaining use of hand. 
Markedly improved 


Sinus completely 
healed. Patient re- 
turned to work as 
housemaid. Cured. 


Patient able to walk 
without crutches for 
lst time in 2 years; 
improved. 


All areas granulated 
and epithel ized. 
Cured. 


Patient left hospital; 
able to walk without 
pain. Improved. 


Sinus healed; ail 
symptoms cleared 
up. x a mi nation 
Feb. 2, 1924, shows 
no recurrence. 
Cured. 


Apparently cured; 
full function of 
limb. 


Discharged healed 
and walking. Exam- 
ined Nov., 1923, 
and May, 1924, and 
found normal. 
Cured. 


X-ray shows pro 
gressive improve- 
ment, still under 
treatment; will prob- 
ably be discharged as 
cured within the 
next month. 


X-ray shows regen- 
eration of terminal 
phalanx involucrum 
incorporating the 
fragments of orig- 
inal bone. No se- 
questra (seen in 
early x-rays) re- 
moved or worked 
out. Full function; 
p Seteraits of 
thumb. Cur 
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Discharging sinuses 
for past 7 years. No 
history of trauma. 


Three incisions 
along midline of 2nd 
finger on right hand 
made elsewhere. 


Left tibia injured by 
tube cleaner flyin 
out of boiler an 
hitting leg just be- 
low knee 2 years 
ago. No operation. 


Slipped on sidewalk 
ten years ago frac- 
turing ankle. 


Pain started 1% yrs. 
ago, came acute 2 
weeks ago; extreme 
pain at slightest 
movement of arm: 
no history of trauma. 
Laparotomy at St. 
Joseph’s Hospital, 
1917. 


Four operations at 
American Hospital 
from Dec. 11, 1920- 
Feb, 21, 1922. 


Pain dates from fall 
about 2 years be- 
fore. Appendectomy 
and oophorectomy at 
other hospitals. 


No history of trau- 
ma, started as boil 5 
months ago and has 
been treated with 
various ointments, 
etc. 


No history of trau- 
ma, has been treat- 
ing same as articular 
rheumatism for past 
two years. 


MAX THOREK 


Osteomyelitis of 
right femur. 


Osteom yelitis of 
second finger of 
right hand following 
scratch 7 weeks 
earlier. X-ray shows 
pathologic fracture 
of 2nd phalanx. 


Osteomyelitis of 
tibia. X-ray shows 
area of active osteo- 
myelitis about 2 
inches square just 
below epiphyseal 
line; one small s.nus 
discharging purulent 
fluid. 


Osteom yelitis of 
right ankle. Exam- 
ination shows ulcer 
ated area over in- 
ternal malleolus; 
sinus exuding pus; 
x-ray shows evidence 
of old fracture with 
chronic osteomyelitis 
of lower 3rd of tibia. 


Osteomyelitis of left 

oulder; x-ray 
shows general in- 
volvement of shoul- 
der articulation; x- 
ray pictures of gall- 
bladder region and 
teeth excluded pos- 
sible arthritis. 


Active luetic osteo- 
myelitis of left tibia 
and right femur. 
Appeared at hospital 
Feb. 8, 1924, with 
acute osteomyelitis 
of right humerus. 


Osteomyelitis of left 
tibia and right hu- 
merus. Returned to 
hospital Apr. 27, 
1923, with denuded 
area overlying tibia 
showing necro‘ic 
bone beneath. Right 
humerus affected; 
arm hard, swollen 
and painful. 


Osteom yelitis of 
lower 3rd of femur. 
Pain along inner as- 
pect and popliteal 
area. X-ray shows 
erosion along lower 
part of femur ex- 
tending to border of 
condyle. 


Osteomyelitis of 10t! 
and llth right ribs. 

-ray shows area 
along border of 10th 
and llth ribs in- 
volved. 


° steom yelitis of 
ight humerus. X-ray 
ws involvement 

of pe 8rd of hu- 
merus, most active 
near epiphyseal line. 


Tuberculous osteo- 
myelitis of left fe- 
mur. X-ray shows 
entire shaft involved 
with extension into 
acetabulum; also ero- 
sion at 4th and 5th 
lumbar bodies. Leg 


much swollen and 
painful; cannot move 
it himself. 


Incision and curette- 
ment by Dr. Thorek. 
A. P._N. treatment 
Jan. 8-Mar. 22, 1924. 


A, P. N, treatment 
Dec. 17, 1923 - Jan. 
28, 1924. 

A. P. N. treatment 


begun March 22, 
1924; still under 
treatinent,. 


A. P. N. treatment; 
Mar. 3-May 4, 
1924, 

A. P. N. treatment 
begun Sept. 3, 1923. 
A. P. N. treatment 
May 2-Sept. 8, 1923. 
Again A. P. 


soenement Feb. 12-24, 


924. 


A, P. N. treatment 
Apr. 28-Nov. 29, 
1923. Tonsillectomy 
Aug. 28, 1923. 


A. P. N. treatment 
Sept. 27-Nov. 4, 
1928, when fluctua- 
tion appeared in 
deep oeetien! epee 
en- 


Opened by D 

nedy Nov. 5 1923, 
A. P. N. treatment 
Nov. 7-Dec. 11, 1923. 
A. P. N. treatment 
Nov. 1, 1923 - Feb. 
20, 1924. 

A. P. N. treatment 


May 19-Sept. 14, 
1923. 


A. P. N. treatment 
Sept. 12-Oct. 5, 1924. 


Sinuses healed 
Cured. 


Complete involu- 
erum formation and 
good function. 


X-ray shows progres- 
sive improvement; 
case approximately 
80% cured, 


Sinuses healed. 


Left hospital free 
from pa in Sept. 16, 
1923. Discharged im 
proved Feb. 18, 1924. 
Examination J uly 
20, 1924, shows no 
retursg of activity, 
no symptomatology 


Pain subsided; pa- 
tient working, not 
entirely healed; did 
not continue treat- 
ment. No further 
record of patient. 


Cured. Examination 
in June, 1924, 
showed no recur- 
rence. 


Sinus healed; no 
pain; x-ray shows 
beginning new bone 
formation. Examina- 
tion June, 1924, 
shows progressive 
regeneration. 


Fxamined May 
20 and July, 1924; 
no recurrent symp- 
toms. Cured. 


No further sy mp- 
toms. 


Sinus healed. Case 
still under obser:a 
tion. 
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M. Two previous opera- 


tions elsewhere. 
Brought to hospital 
June 15, 1928, after 
6 months’ treatment 
by a Christian 
Science practitioner. 


Had 22 operations 
for osteomyelitis on 
right femur from 
1880-1920. 


Injury to leg with 
an ax in 1872; no 
developinents until 
1905, 33 years later, 
when pain develo 
and large amount of 
pus and sequestra 
appeared. Operated 
on 1879, 1885, 1915, 
1916 and 1917. Sup- 
puration has been 
continuous since 
1917, 


Osteomyelitis of left 
hip over 10 years 
ago, leaving a de- 
cided limp. 


History indicates 
gonococcic involve- 
ment. 


Condition of 7 years 
duration. No opera- 
tions. 


Operated on once at 
Cleveland 4 years 
ago. Wound never 
healed. 


Fracture 4 years ago. 


Operated on by Dr. 
Kreuscher at Brem- 
merman Hospital, 
Chicago, in 1921; 
treated with A. P. 
N, at that time and 
healed. Later sus- 
tained an injury by 
a fall, developing 
abscess. 


Osteomyelitis of up- 
per ird of right 
umerus. 


Osteomyelitis of 
right wrist. X-ray 
shows chronic type 
of osteitis of radius 
from epiphyseal line 
at wrist upward for 
about 6 in.; no ex- 
ternal manifesta- 
tions; severe pain at 
interv. 


Osteomyelitis of 
right tibia. X-ray 
shows active infec- 
tion of upper 3rd of 
right tibia without 
evidence of regen- 
eration from _ pre- 
vious surgical inter- 
ference. 


Osteomyelitis of 
right humerus and 
scapula, X-ray shows 
extensive involve- 
ment of upper half 
of humerus and an- 
terior border of 
scapula. Patient un- 
able to move arm 
without extreme 
pain. 


Osteomyelitis of left 
elbow. X-ray shows 
involvement of ar- 
ticular surfaces of 

th radius and 
humerus with im- 
pending ankylosis 
due to involucrum 
formation at margin 
of articulation. 


Osteomyelitis of 
upper third of !eft 
femur. X-ray shows 
medullary involve- 
ment of upper 3rd 
of femur extending 
into neck, 


Osteomyelitis of 
tibia. X-ray shows 
osteomyelitis of mid- 
dle 3rd of tibia of 
long standing with 
considerable callus 
formation at site of 
earlier currettement. 


Chronic osteomye- 
litis following frac- 
ture. X-ray shows 
small area of infec- 
tion at site of old 
fracture. One sinus 
exuding small 
amount of thin pus. 
Area about 2 inches 
square, trophic in 
appearance. 


Osteomyelitis of 
lower 8rd of right 
femur. X-ray shows 
small focus of ac- 
tivity at site of pre- 
vious operation. 


Has come in spas- 
modically for dress- 
ings. Mother and 
relatives of patient 
favor Christian sci- 
ence treatment, 
which he gets regu- 
larly. 


A. P. N. treatment 
of femur from Feb. 
-Nov., 1921. No op- 
erations on wrist. 
Pathologic process 
intermittently active 
for past 28 years. 
Pperates by Dr. 
Thorek Jan. 28 
1924. Two smali 
holes drilled in ra- 
dius for drainage. 
A. P. N. treatment 
Jan. 30-Mar. 2, 1924. 


A. P. N. treatment 
May 9-June 18, 1924. 


A. P. N. treatment 
May 8-Nov. 30, 1923 


Two applications of 
A. P. atient 
did not retura. 


A. P. N. treatment 
started May 4, 1924. 


A. P. N. treatment 
Mar. 21-Apr. 24, 
1923. 


A. P. N. treatment 
May 8-Aug. 26, 1924. 


A. P. N. treatment 
Nov. 5, 1922, con- 
tinued for 2 weeks 
and left for home 
in Mexico, where 
he has continued 
treatment. 


August, 1925 


No improvement. 
Last seen Sept. 5, 
1924, after absence 
of 4 months. 


Healed, no further 
symptoms to date. 
ured. 


No drainage, no 
pain; patient re- 
turned to his home 
in Michigan. 


Condition improved 
rapidly; 6 weeks 
after beginning of 
treatment had re- 
sumed full work. No 
recurrence. 


Dr. Mandel advises 
that patient’s father 
send her to New 
York for treatment. 


Patient came to 
Clinic until May 21, 
1924, and has not 
been heard from 
since. 


Improved. Patient 
has not reported to 
Clinic since. 


Sinus healed. Ex- 
amined Sept. 19 and 
Oct. 16, 1924. No 
recurrent symptoms. 


X-ray made Oct., 
1924, shows bone 
defect almost oblit- 
erated. 
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Patient dates condi- 

tion about 2 
years when she was 
passenger in a taxi 
collision. 


Cut finger with piece 
of wire while build- 
ing scenery. Infec- 
tion followed; has 
been treated for past 
four weeks by Med- 
ical Department of 
Zurich Casualty Co. 
When amputation of 
thumb was proposed, 
patient came to 
American Hospital 
for treatment to ob- 
viate amputation if 
possible. 

Patient describes 
troubles in knee 
since 9 years of age 
with periods of in- 


validism up to 1921, 
since which time he 
has been continu- 


ously on crutches, 
unable to bear 
weight on left foot. 
Was German soldier 
injured by shrapnel 
fragments July 21, 
1918; 4 operations 
in Germany from 
July, 1918, to Oct. 
1920, for removal 0 
fragments, All in- 
tervening time spent 
in German hospitals. 


Pain and swellin 
region of lower cf 
jaw extending down 
into neck. reated 
as inflammation of 
maxillary gland and 
when fluctuation ap- 
peared, incised, sup- 
puration found; 
swelling and pain 
continued; pus noted 
exuding around 2nd 
and 8rd molars, 
which were extracted 
at once. No x-rays 
had been made up 
to this time. 


Patient sustained 
compound fracture 
of left tibia and fi 
bula in motor cycle 
accident, June, 1921. 
Reduced and 
— at American 

ospital, and left 
after 7 weeks. Ad- 
vised to use crutches 
at this time but dis- 
ice. 


regarded advi 


MAX THOREK 


Osteom yelitis of 
lower 8rd of tibia. 
X-ray shows erosion 
of outer border 

tibia just above 
ankle. Small sinus 
in center of ulcer- 
ated area exuding 
serous fluid. Right 
arm still has pieces 
of glass in it, vis- 
ualized under x-ray. 


Luetic osteomyelitis 
of left tibia. X-ray 
shows cavity in an- 
terior aspect of leg 
about 6 inches above 
ankle, extending 4 
of way through 
tibia. Entered hos- 
pital for treatment 
when condition be- 
came acute, May 26, 
1924, 
Ocsoomyetitis 
of thumb. Thumb 
about twice its nor- 
mal size with edema 
extending into hand 
and pain radiatin 
up to shoulder. En 
of thumb open and 
terminal phalanx vis- 
ible. ‘ray shows 
terminal phalanx ne- 
crosed and process 
extending to second. 


Osteomyelitis of left 
knee. X-ray shows 
typical osteitis of 
left knee joint with 
saan of involve- 
ment of all joint 
structures. nee 
swollen and painful 
to touch. 


Osteomyelitis of up- 
er 8rd femur. 
-Tay pane 8 large 


forei ies 
(shrapne , in thigh 
with active osteo- 
myelitis in upper 


8rd < — = 


pain 
tion a left Mhigh. 


X-ray shows active 
osteomyelitis of low- 
er left maxilla, ap- 
parently secondary 
to apical infection 
of one of lower left 
molars, evidence of 
sequestra- 
tion. Smears and 
cultures show mixed 
—_— streptococ- 
pyogenes pre- 
Soeutastin, 


Chronic appendi- 
citis; also osteomye- 
litis of amputated 
stump of right tibia. 
-ray shows active 
infection of shaft of 
tibia at site of am- 
putation. Sinus dis- 
charging small 
amount of pus. 
Osteomyelitis of left 
tibia. X-ray shows 
partial union with 
area of non-union, 
probably due to low 


f rade _ infection. 
hysical examina- 
tion shows 


angular deformity at 
site of former frac- 


A. P. N. treatment 
Mar. 8-May 6, 1928. 


Operated twice by 
Dr. Thorek for re- 
moval of sequestra. 
A. P. N. treatment 
May 27-July 20, 
1924, 


A. P. N. treatment 
started Aug. 28, 
1924, still under 
treatment. 


A. P. N. treatment 
begun Apr. 28, 1924. 
Correcte position s 
leg under 

11, 1924. Ba be 
continued to Sept. 2, 


Operated under 
fluoroscope by Dr. 
Thorek April 
1924, 2 fragments 
removed and large 
~ 7 within oxy 
° carpa’s triangle, 
evacuated. Draina 
provided. A. P. 
treatment May 27- 
. " gee 

N. treatment 
BR July 25, 1924. 


P. N. treatment 
Tuty 22, 1924. Ap 
ectomy by Dr. 
Finorek Aug. 9, 


Operated Feb. 26, 
1924, by Dr. Thorek, 
refracturing tibia 
and fibula and align- 
ing with bone plate. 
A. P. N, treatment 
Mar. 2-June 16, 
1924. 


Nov. 19, 1923, and 
Oct. 8, 1924, no re- 


currence. Healed. 


Patient did not tol- 
erate antiluetic treat- 
ment. Died July 80 
1924, of intestinal 
complications. 


Thumb getting 
essively cialice. 
-ray examinations 

show regeneration of 

affected osseous 

structures. Case im- 

proving rapidly; no 

pain or edema. Pa- 
tient has returned to 
work, Cured. 


Left hospital Sept. 
7, 1924, able to walk 
without crutches, but 
advised to use same 
for about 2 months 


vises that “all con- 
ditions continue fav- 
orably.” 

All sinuses bested; 
no symptomatolo 
Left hospital wa 


examination 
Nov. 1, 1924, stat- 
ing that he was sail- 
ing for Germany 
next week. Cured. 


Pain subsided and 
condition consistent- 
ly improved to Aug. 
5, 1924, when pa- 
tient left hos ifal, 
becoming an am ula- 
tory clinic ona. Dis- 
charged Oct. 8, 1924, 
with sinuses healed. 

‘ray shows pro- 
gressive regenera- 
tion of maxillary de- 
a involucrum ex- 
tending entire length 
of lower border. 
X-ray Oct. 21, 1924, 


shows contin re- 
generation. No re- 
currence. > 


Sinus healed Aug. 

6, 1924. Patient dis- 

char, from hospi- 
tal Sept. 2, 1924. 


Incision 


healed. 
Union q 
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Condition has ex- 
isted uninterrupted- 
ly for 21 years fol- 
low.ng fall when 
about 13 years old. 
No operation. Sup- 
puration throughout 
21 years. 


History of 2 years 
sianding following a 
fall down 4 steps. 
No operative inter- 
ference. No sinus. 


injured Nov. 25, 
1921, by falling in 
attempt to board 
street car, susta.ning 
comminuted fracture 
of upper 3rd of right 
tibia. Taken to 
Mercy Hospital, Chi- 
cago, where cast was 
applied. Left hos- 
pual 10 weeks later. 
About 4 weeks after 
leaving hospital sup- 
puration appeared 
and has continued 
ever since, 


Original infection 
occurred at 12 years 
of age (39 years 
ago); has been pe- 
riodically recurrent 
since that time; last 
recurrence 13 
months ago, since 
then suppuration has 
been continuous; 4 
operations in St. 
Louis hospitals. 


Crushed thumb uwun- 
der dumb waiter. 


Four previous oper- 
a iens at other hospi- 
tals. 


Blow on jaw two 
months previously. 


Two previous curet- 
tements at other hos- 
pitals without re- 
sults. 


Osteomyelitis 
of right femur. 
X-ray shows oste- 
omyelitic focus ex- 
tending throughout 
lower balf of right 
femur. 


Osteomyelitis 
of knee. X-ray 
shows osteomyelitic 
focus involving low- 
er end of femur ap- 
parently extracapsu- 
lar. 


Osteomyelitis 
of right tibia (trau- 
matic). Came to 
American Hospital 
Mar. 12, 1923. Right 
leg very much swol- 
len, has 4 large ul- 
cers covering entire 
anterior surface of 
upper half of leg be- 
low knee; 2 suppur- 
ating sinuses. X-ray 
shows active infec- 
tion at site of former 
fracture. 


Chronic osteo- 
myelitis of right fe- 
mur. X-ray shows 
lower 8rd of femur 
affected with attempt 
at involucrum form- 
ation. 


Osteomyelitis 
of thumb. X-ray 
shows extensive os 
teomyclitis of 2nd 
and 3rd phalanges of 
thumb. Hand swol- 
len and exuding 
large amount of pus 
and serum from in- 
cisions made by 
P. G. men, 


Osteomyelitis of left 
humerus. X-ray 
shows active osteo 
myelitis of entire 
length of left hu- 
merus. Physical ex- 
amination shows in- 
filtration of arms 
and shoulder _ ex- 
tending below elbow 
and well over left 
shoulder and chest. 
Unable to raise left 
arm. No sinus, 


Osteomyelitis 
of maxilla. Fracture 
caused by previous 
blow. Sinus drain- 
ing inside of mouth, 
infiltrated; able to 
open mouth abcut 
one-half inch; 2nd 
and 3rd molars on 
right side extracted 
by Dr. Pfister. 


Osteomyelitis of low- 
er third of right fe- 
mur. X-ray shows 
considerable callus 
formation and active 
area on posterior 
aspect immediately 
above epiphyseai 
line. Tissues above 
knee indicated with 
small sinus exuding 
small amount of 
semipurulent fluid; 
motion of knee lim- 
ited to about 90°. 


A. P. N. treatment 
Sept. 19, 1923. Still 
under treatment su- 
pervised by Dr. 
Weiss. 


A. P. N. treatment 
June 13, 1923, 


A. P. N. treatment 
Mar. 12-Apr. 24, 
1923. 


A. P. N. treatment 
Jan. 31-Feb. 13, 
1924, Continued 
treatment at home 


after leaving ho.pt- 


tal. 


\. P. N. treatment 
Apr. 21-May 27, 


1923. 


A. P. N. treatment 
Sept. 14-Dee. 2, 
1923. 


A. P. N. treatment 
May 26-June 18, 
1923. 


A. P. N. treatment 
May 15, 1923-Aug. 
22, 1924. 


August, 1925 


X-ray shows bone 
condition substan- 
tially regenerated. 
Improved. 


Did not return to 
Dr. Nicolson after 
July 23, 1928. No 
turther record. Re- 
sult negative. 


Sinuses and_ ulcer- 
ated areas healed. 
Examined Apr., 
1924, no recurrence. 
Cured. 


Pain relieved. 


Wound healed has 
about one-half mo 
t.on of thumb. 


Has full use of arm 
Calls every month. 
No recurrence, 


Sinus healed. Full 
opening of jaws. No 
recurrence. 


Sinus healed. Full 
motion of knee. 


Weiss 


Nicolsc» 


Thorek 


Thorek 


Thorek 


Thorek 


Thorek 
an 
Pfister 


Thorek 
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The studies in the cases herein reported per- 
mit the following conclusions: 

1. The aluminum-potassium-nitrate compound, 
properly used, possesses remarkable properties in 
combating chronic infective suppurative 
processes. 

2. This compound is not an antiseptic. On 
the other hand, it is a definite accelerator of 
bacterial growth, tending by rapid propagation 
to lower the virulence and viability of the infect- 
ing organisms, thereby assisting the normal re- 
sisting powers of the body to recuperate and 
thoroughly eliminate the increased exudation 
and transudation. 

3. Unlike most antiseptics used in surgical 
practice, aluminum-potassium-nitrate compound 
does not affect and devitalize normal tissues and 
does not interfere with the processes of granula- 
tion, epidermization or the osteo-genetic efforts 
of nature. 

4. Pain, which in most cases is the result of 
infiltration and consequent tension, is very 
quickly, and in some cases in a most surprisingly 
short time, relieved, due to prompt autolysis, 
liquefaction and discharge thereby, relieving ten- 
sion followed by absorption and elimination 
through sinus and usual emunctories. 

5. Aluminum-potassium-nitrate is non-toxic; 
the method of application is very simple. It may 
be used within wide limits and has no damaging 
subsequent effects. Removal of sequestra is in 
all cases advisable before application of the 
compound. 

6. In the author’s last series of one hundred 
and sixteen cases, herein described, over 75 per 
cent. became ambulatory and able to pursue their 
vocations, coming only to the clinic for dressings, 
in contrast to the radical surgical procedures of 
the past, thus eliminating long hospitalization 
and later invalidism with its attendant expenses 
and discomforts. 

7. If used judiciously, this treatment will be 
a great aid to the surgeon as a pre- as well as 
post-operative addition to his therapeutic 
armamentarium. 

8. This method will not entirely 
standard surgical procedures in all cases. 

9. It appears that this treatment proves most 
efficacious in cases that have persistently been 
treated by surgical and other measures with 
futile results. 

10. Careful scrutiny in the selection of cases 


replace 
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and frequent combination of sound surgical pro- 
cedures with the treatment herein described will! 
often give gratifying results. 

11. Potassium nitrate used alone is not at- 
tended by the good results seen from the use of 
the combined salt and is often a dangerous 
irritant. 

12. The aluminum nitrate is thus far found 
best in combination with potassium. Further re- 
search to enhanee, if possible, the action of the 
compound is at present in progress. 
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DIAGNOSIS AND TREATMENT OF GALL- 
BLADDER DISEASE—MEDICAL 
ASPECTS* 


Joun Pius, M. B. 
Cleveland Clinic 


CLEVELAND, OHIO 


General Considerations—In the majority of 
cases of gall-stones or of other diseases of the gall- 
bladder, the symptoms are so typical that the 
diagnosis is easily made. In some instances, on 
the other hand, the history and the physical 
findings are so typical that it is very difficult to 
arrive at a definite conclusion. In these cases, in 
order to establish the diagnosis, it may be neces- 
sary to observe the patient over a long period of 
time, and to make extensive laboratory and x-ray 
investigations. 

In cases of gall-bladder disease, a careful his- 
tory is of prime importance. The age, sex and 
occupation of the individual should be care- 
fully considered, and it is also important to secure 
a detailed chronological account of the patient’s 
symptoms. It is important to inquire whether or 
not there have been attacks of acute indigestion 
or of so-called “ptomaine” poisoning, and in par- 
ticular whether or not these attacks have been 
followed by jaundice. The incidence of gall- 
stones is most frequent after the age of 40; they 
occur more frequently in the female sex and in 
individuals whose occupation is of a sedentary 
character. Other predisposing factors are preg- 
nancy and obesity. It is very interesting to note 
how frequently the first attack of gall-stone colic 


*Read before the Inter-State Post Graduate Assembly of 
America, Milwaukee, Wis., October 27-31, 1924. 











124 ILLINOIS MEDICAL JOURNAL 


occurs either during pregnancy or a short time 
after parturition. Typhoid fever also is a pre- 
disposing factor in the causation of gall-stones. 
Barker has reported one case in which cultures 
of typhoid bacilli were obtained from the central 
portion of a gall-stone removed at operation thir- 
ty-seven years after an attack of typhoid fever. 

The physical examination should include not 
only an investigation of the abdomen, but also 
a complete general and neurological examina- 
tion, the latter being particularly important in 
order to exclude those cases of gastric crises 
which are so often mistaken for gall-bladder dis- 
ease. In examining the ahdomen, it is impor- 
tant first to palpate very lightly in order to 
determine slight differences in resistance, espe- 
cially in the upper portion of the rectus muscle 
on the right side. Deep pressure should then 
be made, pressing rather firmly over the region 
of the gall-bladder and pressing the fingers up- 
ward beneath the ribs while the patient takes 
a deep inspiration. At the same time the oppo- 
site hand should exert pressure posteriorly in 
the right costo-vertebral angle. The vertical 
percussion method of Murphy may also be use- 
ful, and in some instances definite tenderness 
can be elicited by sudden pressure over the ribs 
in the region of the gall-bladder, or by striking 
the upper portion of the rectus muscle with the 
ulnar portion of the hand and comparing the 
sensations which the patient experiences with 
those produced by a similar act on the opposite 
side. After an attack of pain in the upper abdo- 
men the urine should always be examined for 
bile pigment. 

An x-ray examination of the gastro-intestinal 
tract should be made for the purpose of excluding 
the presence of an ulcer of the stomach or duo- 
denum. At the present time the roentgenologist is 
able to demonstrate gall-stones in from 40 to 50 
per cent. of the cases in which they are later 
found at operation. The proportion of correct 
diagnoses from the x-ray films depends in large 
measure, of course, upon the technical skill of 
the roentgenologist and upon his experience in 
the interpretation of the films. Indirect evidence 
of disease of the gall-bledder may also be shown 
on the roentgenograms. Thus an 2nlarged gall- 
bladder may produce an indentation of the shad- 
ows of the duodenum or the duodenum may be 
displaced upwards to the right, as the result of 
adhesions between the pyloric end of the stomach 
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and tue gall-bladder itself. It is sometimes pos- 
sible, also, to demonstrate adhesions between the 
colon and the gall-bladder. A method of vis- 
ualization of the gall-bladder by means of the 
intravenous injection of tetrabromophenolph- 
thalein has been described recently by Graham. 
It is too early as yet to determine the value of 
this method in the diagnosis of gall-bladder dis- 
ease. 

It has been mentioned by many observers, 
notably by Kerr, that among individuals who 
have gall-stones only one in twenty complain 
of symptoms. These statistics are based upon 
autopsy findings and it is very probable that in 
many of the cases in which gall-stones have been 
found at autopsy the physician who took the 
history made no attempt to elicit symptoms of 
gall-stones, for it is very doubtful if many indi- 
viduals who have gall-stones go through life 
without having some very definite symptoms. In 
fact, I think one might say that “innocent gall- 
stones” are a myth. Many patients with so- 
called “innocent gall-stones” complain of a group 
of symptoms which may be classified under the 
heading of gall-bladder dyspepsia. These pa- 
tients complain of more or less fullness in the 
epigastrium, sometimes of the belching of sour 
material and of a sensation of distress or hun- 
ger two or three hours after meals. They may 
have attacks of slight fever accompanied by jaun- 
dice and in some cases are distressed by a sen- 
sation of chilliness. At other times they may 
have more or less nausea or vomiting. If these 
patients are examined carefully from time to 
time, definite tenderness can be made out in the 
region of the gall-bladder, and sometimes bile 
pigment may be found in the urine. It is in 
these indefinite cases of gall-bladder dyspepsia 
that the x-ray may often disclose the cause of 
the trouble. It is obvious, however, from the 
general symptoms of the so-called “gall-bladder 
dyspepsia” that it is often difficult to distin- 
guish the cases in which the symptoms are really 
due to gall-bladder disease from those in which 
they are caused by duodenal ulcer or by chronic 
appendicitis or by chronic colitis. It is in these 
cases that prolonged observation and thoughtful 
study of the patient are often essential in order 
to clear up the diagnosis. The symptoms of gall- 
bladder disease may be simulated by ptosis of 
the stomach or intestines. In some cases in 
which the ptosis causes an actual kinking of the 
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eystic or common duct, the difficulty of estab- 
lishing the primary cause of the symptoms is 
especially difficult. 

Biliary Colic: In cases of gall-stone colic the 
pain is felt, as a rule, in the epigastrium, some- 
what to the right of the median line or directly 
over the gall-bladder. It is often referred down- 
ward toward the umbilicus and sometimes to 
the back, to the right shoulder or even to the 
neck, The pain is severe and knife-like in char- 
acter and is usually so intense that the patient 
calls for immediate relief. There are cases, how- 
ever, in which the pain is not felt in the so- 
called gall-bladder area, but as in some cases 
that I have recently seen, may be referred to 
the left side. In these cases, after the attack 
of gall-stone colic has passed, the area of tender- 
ness of the skin may be definitely located in the 
left hypochondrium and pressure over the gall- 
bladder may elicit pain on the left side. In the 
ordinary cases of gall-bladder colic, the pain 
passes off after a few hours, especially if a seda- 
tive has been given, but for the next two or 
three days there is more or less tenderness in 
the right hypochondrium. There may also be 
hyperesthesia of the skin over the region of the 
gall-bladder with a so-called head-zone of cu- 
taneous hyperesthesia. Occasionally the pain 
is referred upward to the chest so as to simulate 
an attack of angina pectoris. I have seen a num- 
ber of instances of this kind, in which at the 
time of the attack it was almost impossible to 
differentiate between gall-stone colic and angina 
pectoris. In cases of angina, however, the his- 
tory shows that the pain was brought on by 
exertion or that the patient was previously short 
of breath on exertion and there may also be evi- 
dence of arterial and myocardial degeneration. 


DIFFERENTIAL DIAGNOSIS 


In establishing the differential diagnosis of 
biliary colic the following conditions must be 
considered : 

1. Renal colic with Dietl’s crisis; and pyelitis. 

2. Acute pancreatitis. 

3. Diaphragmatic pleurisy. 

4, Angina pectoris. 

5. Abdominal angina associated with abdomi- 
nal arteriosclerosis. 

6. Pericarditis. 

7. Epigastric hernia. 

8. Lead colic. 
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9. Herpes zoster. 

10. The gastric crises of tabes. 

Renal Colic: In renal colic the pain is first 
felt in the lumbar region and is referred down- 
ward along the line of the ureter to the testicle 
on the right side, sometimes to the end of the 
penis, or to the upper portion of the thigh, fol- 
lowing the distribution of the ileo inguinal nerve. 
It is extremely severe and if the urine is exam- 
ined shortly after an attack, red blood cells are 
nearly always to be found. In cases of Dietl’s 
crisis the location and distribution of the pain 
is the same as in renal colic and is caused by 
the kinking of the ureter with resultant hydro- 
nephrosis. The same also is true of the pain in 
pyelitis. In the majority of patients, however, 
the latter condition is associated with a high 
temperature and with irritability of the bladder. 

Acute Pancreatitis: Acute pancreatitis gives 
rise to very severe pain in the upper portion of 
the abdomen, but is not referred to the same areas 
as either renal or biliary colic. It is associated 
with very severe nausea and vomiting, and with 
a temperature which rapidly rises to 103 or 104. 
The patient is extremely ill and very soon shows 
evidences of collapse, with pallor and a rapid, 
thready pulse. These cases usually run a rapidly 
fatal course, the patient dying within two 
or three days. The disease is associated with 
jaundice because the swelling of the pancreas 
causes compression of the bile duct. In a large 
proportion of the cases of acute pancreatitis an 
operation is performed, the surgeon thinking that 
he is dealing with some acute condition of the 
gall-bladder. The principal points of differen- 
tiation are the severity of the symptoms and the 
high temperature, which are usually much more 
marked than in cases of acute cholecystitis. 

Diaphragmatic Pleurisy: The pain in diaphrag- 
matic pleurisy is often referred to the upper abdo- 
men. It is increased upon taking a deep inspire- 
tion, and the examination of the chest will often 
reveal a friction rub along the line of the attach- 
ment of the diaphragm. As in gall-stone colic, 
the pain is often referred to the right shoulder or 
to the neck. However, in the diaphragmatic 


pleurisy pressure over the lower portion of the 
chest or the upper portion of the abdomen usu- 
ally gives relief, in contrast to acute cholecystitis, 
in which pressure intensifies the pain. Diaphrag- 
matic pleurisy is often associated with pneu- 
monia, so that areas of consolidation may be 
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found at the base of the lungs on the affected side. 
Moreover, in diaphragmatic pleurisy the temper- 
ature usually rises rapidly and there is a marked 
leucocytosis. 

Angina Pectoris: Abdominal Angina: As men- 
tioned above, it is often very difficult to distin- 
guish certain cases of angina from gall-stone colic, 
This is particularly true of cases of so-called “an- 
gina abdominalis” associated with arteriosclerosis 
of the abdominal vessels. It is true that in 
many cases of angina the pain is referred to the 
epigastrium, but angina may be differentiated 
from biliary colic by the fact that the patient pre- 
sents a history of symptoms which suggest car- 
diac disease—such as shortness of breath on ex- 
ertion, in particular. In most cases of angina the 
pain is referred down the arms and the sensitive 
areas of the skin which are afterward found, are 
in the region of the precordium rather than in 
the epigastric region. Even with these points of 
differentiation, however, it is not always easy to 
decide which condition is present, and a great 
many patients have been doomed to invalidism or 
have been given a serious prognosis, under the 
assumption that angina was present, when an 
operation for the removal of gall-stones would 
have cleared up all of the symptoms. In every 
doubtful case of angina, therefore, it is impor- 
tant to examine the urine carefully after an attack 
to see whether or not bile pigment is present. In 
the majority of cases it is important also to make 
a careful x-ray study of the gastro-intestinal tract 
—including the gall-bladder, in order to exclude 
the possibility of gall-stones. 

Pericarditis: I have seen cases of acute peri- 
carditis in which the pain was referred down- 
ward to the epigastrium, and definite tenderness 
was felt over the gall-bladder. However, in exam- 
ining the hearts of these patients, a definite peri- 
cardial friction rub can nearly always be made 
out in the second and third interspaces to the 
left of the sternum. Furthermore, in every case 
of pericarditis there is more or less difficulty in 
breathing; the petient is more comfortable 
propped up with pillows, he nearly always shows 
a temperature ranging between 101 and 103 and 
in many instances there are signs of dilatation of 
the heart. Furthermore, in the majority of cases 
of pericarditis there is a history of previous at- 
tacks of rheumatism or there is evidence of a co- 
existent rheumatic arthritis. 

Epigastric Hernia: In cases of acute and 
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chronic pain in the upper abdomen, it is always 
important to consider the possibility that it may 
be caused by epigastric hernia. Epigastric hernia 
usually occurs slightly to one side of the middle 
line, at the point where the blood-vessels emerge 
through the rectus muscle. The hernia is often 
very tender, and can be quite readily reduced, the 
reduction of the larger hernia often producing a 
sound like that of splashing water. Sometimes 
injury causes it to become very much inflamed 
so that operation becomes necessary. At other 
times it may become incarcerated and produce 
very severe pain. The symptoms due to epigas- 
tric hernia are very similar to the ordinary symp- 
toms of gastric hyperacidity. The pain is nearly 
always aggravated by the patient’s bending back- 
ward. I have seen a number of these patients 
who have been operated upon for appendicitis or 
for gall-bladder disease, the true condition not be- 
ing discovered. 

Lead Colic: Lead colic often produces very 
severe pain—particularly in the upper abdomen, 
so that the condition is sometimes mistaken for 
gall-stones. A history of an occupation involving 
exposure to lead ; the observation of the so-called 
“lead line” on the gums; the presence of anemia 
associated with basophilic stippling of the red 
cells and occasionally nucleated red corpuscles 
will all help to establish the correct diagnosis. 


Herpes Zoster: Recently I saw a case in: 


which the patient was advised to have an opera- 
tion for gall-stones because of the severe pain in 
the upper right side of the abdomen, from which 
he had been suffering for two days—pain so se- 
vere that he had to be given morphin ; but on the 
third day a very definite eruption of herpes zos- 
ter manifested itself. The pain in herpes zoster 
is, of course, not as severe as in cases of gall-stone 
colic, and yet it may be so troublesome that the 
patient demands sedatives for relief. It would 
appear important, therefore, in cases of localized 
pain in the upper portion of the abdomen, par- 
ticularly if the pain occurs in the back as well 
as in front to consider the possibility of herpes 
zoster. 

Gastric Crises of Tabes: Everybody has seen 
many cases of tabes associated with very severe 
pain in the upper part of the abdomen, with 
nausea and severe vomiting, these symptoms al- 
most compelling him to believe that he is dealing 
with a case of gall-stone colic. It is for this rea- 
son that at the outset I urged the importance of 
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a complete neurological examination in all doubt- 
ful cases. The finding of fixed pupils, inactive to 
light—with irregular margins and very often ec- 
centrically placed, the absence of knee jerks, the 
presence of the Rhomberg sign, the character- 
istic findings in the spinal fluid and positive Was- 
sermann ; all of these features will serve to dif- 
ferentiate the gastric crises of tabes from an acute 
gall-bladder disease. 

There is another group of cases which may 
vive rise to difficulty in establishing the differen- 
tial diagnosis, and that is those cases in which 
the gall-stone has become lodged in the common 
bile duct, in the ampulla of Vater. These pa- 
tients will have chills, fever and intermittent 
jaundice, so-called Charcot’s hepatic intermittent 
fever. I have seen such cases in which the diag- 
nosis of malaria has been made; and others in 
which the diagnosis of septic endocarditis was 
made, because of the persistence of the chills and 
fever and the presence of intermittent jaundice. 
It is important to bear this possibility in mind. 
The patient, however, will nearly always give the 
history of gall-stone colic associated with jaundice 
previous to the development of the chills and 
fever. If this possibility is kept in mind, there 
is usually very little difficulty in establishing the 
diagnosis. In malaria and in septic endocarditis, 
although the patient may be sallow and have a 
slight yellow tinge, he never has the deep jaundice 
which is characteristic of certain periods in which 
the gall-stone is impacted in the common bile 
duct. 

TREATMENT 


Surgical Treatment: In discussing the treat- 
ment of diseases of the gall-bladder I shall not 
discuss at length the differentiation between con- 
ditions which require surgical treatment and those 
in which medical treatment is indicated. Brief- 
ly it may be stated that the indications for sur- 
gical operation in diseases of the gall-bladder 
are: 


1. Acute suppurative cholecystitis. 

2. Perforation of the gall-bladder. 

3. Chronic distention of the gall-bladder (so- 
called “hydrops,” such as occurs in cases in which 
the cystic duct is blocked by gall-stones). 

4. Obstruction of the common duct from stone 
—particularly in cases of Charcot’s hepatic inter- 
mittent fever. 
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5. Persistent dyspepsia, with signs of gall-blad- 
der disease unrelieved by medical treatment. 

6. Persistently recurring gall-stone colic. 

In my opinion, surgical intervention is not in- 
dicated in the ordinary cases of acute catarrhal 
cholecystitis or the ordinary case of gall-stone 
colic, in which there has been only one or at most 
two attacks—not very severe. It is in the per- 
sistent cases that I feel that an operation is very 
necessary. It is important for the internist to 
recognize this, because if gall-stones are left un- 
treated, or if a chronic cholecystitis is allowed 
to go on too long, many complications occur 
which may mean chronic invalidism later. In 
cases of persistent gall-bladder disease, associated 
with gall-stones, if no treatment is given, second- 
ary changes may take place in the liver and in 
the pancreas, so that even after operation is per- 
formed convalesence is very slow and often very 
unsatisfactory. Unfortunately, operations for dis- 
eases of the gall-bladder have not yet reached 
such a state of perfection that cures are obtained 
in every case. I think that one can safely say 
that twenty-five per cent. of gall-bladder opera- 
tions give more or less unsatisfactory results. In 
some cases the patient may complain of the same 
gastric or other symptoms that he had before 
operation, while in other instances definite adhe- 
sions may form about the site of the operation 
so that the patient will have recurring attacks of 
pain, associated with slight jaundice and distress 
in the region of the gall-bladder. Sometimes, 
too, these attacks are accompanied by fever. In 
other instances, failure is due to injury of the 
duct at the time of operation, or it may be that 
all of the gall-stones were not removed so that 
later a small stone may cause obstruction of the 
common duct. After a cholecystectomy the com- 
mon duct dilates very rapidly, so that in the 
course of two or four weeks it may be found to 
have enlarged to four or five times its normal 
size. The question naturally occurs whether in 
this dilated duct gall-stones are much more 
likely to form than they were in the normal duct. 
I do not believe that this is the case for the rea- 
son that concentration of bile does not occur in 
the dilated duct. 

Treatment of Acute Catarrhal Cholecystitis: 
Acute catarrhal cholecystitis is not uncommonly 
seen in cases of infection—being particularly as- 
sociated with typhoid fever. Operation is very 
seldom necessary in these cases. In the ordi- 
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nary cases of acute catarrhal cholecystitis the 
patient should be placed on a very restricted diet 
—consisting largely of skim-milk, cereals and 
fruit juices. Continuous hot applications are es- 
sential for the comfort of the patient. If the 
pain is severe, codein, or even morphin, may 
be given for its relief. If vomiting is persistent 
all food should be withdrawn and an alkaline wa- 
ter should be given freely. The vomiting is some- 
times relieved by giving the patient from three 
to five drops of chloroform with shaved ice. This 
may be repeated every two or three hours. The 
pain and temperature usually subside in from 
two to three days, when the diet can be gradu- 
ally increased, toast, rice, custard, baked potato 
and other easily digested foods being added. One 
naturally questions in these cases whether or not 
hexamethylenamin should be given. Personally, 
I do not believe that this is of any particular 
value, because it is not excreted into the bile. 

Operation is not necessary unless the gall-blad- 
der becomes very much distended or unless there 
are signs of suppuration. If the patient has a 
steadily rising temperature and an increasing 
leucocyte count, however, it is very necessary to 
operate before rupture of the gall-bladder takes 
place. The danger of rupture of the gall-blad- 
der is not as great as that of rupture of the 
appendix. However, such a condition can occur, 
and that possibility should always be kept in mind 
and the operation performed before it is too late. 
In these cases, as well as in cases of chronic chol- 
ecystitis, one questions whether gall-bladder 
drainage according to the Lyons method may 
not be indicated. Some have advised this quite 
strongly, but since the gall-bladder always emp- 
ties itself periodically I do not believe that very 
much is gained by this treatment. 

Treatment of Chronic Cholecystitis: Chronic 
cholecystitis is frequently associated with symp- 
toms which suggest a hyperacidity of the stom- 
ach. It is important in these cases that the pa- 
tient be kept on a very simple diet, avoiding all 
ordinarily indigestible foods, such as fried foods, 
excessive sweets, hot breads, pies and pastry, 
coarse vegetables—like cabbage, radishes, raw 
onions—and some meats, such as pork and veal. 
It is important that the patient eat three good 
meals a day and I would suggest that in addi- 
tion he be given a glass of milk or a glass of 
half milk and half cream between meals and at 
The majority of patients are bene- 


bed-time. 
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fited by taking a tablespoonful of olive oil before 
each meal, as this lessens the tendency to hyper- 
acidity. If the hyperacidity symptoms are very 
marked, it is wise to give the following alkaline 
powder two hours after each meal—sodium bicar- 
bonate, ten grains, bismuth subnitrate, five 
grains, and heavy oxide of magnesia, five grains. 
If the patient is quite nervous it is also of advan- 
tage for him to take from fifteen to twenty grains 
of sodium bromide after each meal for a period 
of a week or ten days. Among the prescriptions 
which are advocated by different writers to be 
taken before each meal may be mentioned artifi- 
cial Carlsbad water or some other alkaline water ; 
twenty grains sodium bicarbonate and one 
dram of sodium phosphate; or ten grains 
of sodium salicylate and a dram of sodium phos- 
phate. Some advise magnesium sulphate, two 
ounces, sodium salicylate and sodium bicarbonate, 
each five drams—one teaspoonful of this mixture 
to be taken in hot water each morning. It is 
very important that the patient should get plen- 
ty of rest, and if it can be arranged, he should 
lie down for from one to two hours each after- 
noon. He should take plenty of time at his 
meals and should chew his food thoroughly. It 
is important that he should stop the use of to- 
bacco, or should use it very moderately. 

There is no one thing that is so apt to disturb 
these patients as to take a heavy meal when they 
are feeling extremely tired. Therefore, if the 
patient returns from his work in the afternoon 
very tired, it is wise for him to lie down for a half 
hour or an hour in order to relax as much as pos- 
sible before he eats his dinner. 
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Gonorrhea as it stands today and has stood for 
ages is a sort of a nightmare. With all the agen- 
cies at work, good, bad and indifferent, attempt- 
ing to check its ravages, it is still going full speed 
ahead. New cases are just as numerous as ever 
or even more so. The cures are just as disap- 
pointing as of old. Almost daily we are told of 
some new and wonderful method or specific that 
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cannot miss fire and still we note the hordes of 
men suffering with old cases of gonorrhea with 
the same old time complications consulting first 
Dr, Tom, then Dr. Dick and finally Dr. Harry, 
all eminent urologists, and yet he sees the same 
old morning drop with its tell-tale diplococci 
and in despair he may take a flier to our ever 
alive and wide awake competitors, the osteopaths 
or chiropractors to have his spine readjusted in 
forlorn hopes that the days of miracles are still 
on earth. 

These old buried gonococci are many times 
cared for by the undertaker, for they are slow 
in surrendering from their deeply fortified posi- 
tions even to the effects of the embalming fluids. 
As matters stand, the treatment of gonorrhea has 
been truly inconsistent, haphazard and often 
times detrimental and unsatisfactory. Personal- 
ly, I firmly believe that were there no doctors 
or drug stores and old Doctor Nature could have 
been given his full chance with his methods of 
cure there would be fewer gonorrheal tragedies. 
This does not say that much good has not been 
done, but the harm that has been inflicted pos- 
sibly outweighs the good things, all facts con- 
sidered. 

Big claims have been made of the wonderful 
advances made in the Army during the recent 
great World’s War in the matter of gonorrheal 
cures performed by new and better methods of 
treatment. Great big advertising clinics have 
resulted on the strength of this propaganda. This 
is pure “bunk.” I was a surgeon during the 
war with Spain and also during the recent 
World’s War and there were no new discoveries 
as far as gonorrhea was concerned. The armis~ 
tice cured tens of thousands, or rather tens of 
thousands were given 0. K.’s because we would 
have had a bigger standing army than Germany 
had before the War and that standing army 
would have stood for years had the rules not 
been flexed and relaxed to meet the emergency, 
as it were. 

Regarding the so-called venereal clinics found- 
ed on the supposed army methods and claims, 
they are delusions and snares. If I had opened 
up such an establishment and scheme and flaunt- 
ed my wares through the advertising pages of the 
daily press, I would have been disbarred from 
everything and summarily executed at sunrise 
long, long ago, but the names of wealthy and 
influential, well-meaning but misinformed and 
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misguided men who had mostly served in the 
World’s War and had been made to believe that 
the venereal question had been largely disposed 
of and that gonorrheal treatment had been put 
on a new plane of effectiveness because of the 
army methods, gave their sanction to this com- 
mercial undertaking, misbranded with crocodile 
tears of pity for the human race by lending their 
names to this unethical advertising scheme, These 
blazing ads with the names of multimillionaires 
and men of big influence signed to them seem to 
throw the fear of God or a sort of paralysis into 
medical lorddom that as a rule are extremely 
active in discouraging such advertising schemes. 

Some claims made by these advertisers are 
false. The one claim that they can absolutely 
cure gonorrhea is a flagrant example of their 
duplicity and still they go ahead with the old 
time-honored Valentine or Janet irrigations, cre- 
ating tens of thousands of cases of posterior 
urethritis that never would have developed if 
these irrigations had been discontinued and dis- 
couraged. 

Another unfortunate angle to this venereal 
clinic fiasco, and this includes clinics operated 
and controlled by state, city, public health and 
social hygiene services, is the fact that in their 
blinded enthusiasm, which is at white heat, they 
encourage the abuse of medical charity. Thou- 
sands of well-paid and prosperous patients crowd 
these clinics under the impression that they are 
to be given a superior brand of treatmnt. Thou- 
sands of people ordinarily too proud to accept 
this kind of charity are urged to do so under 
the impression that they are getting something 
far better than you or I can give them. 

What are the honest facts about these so-called 
gonorrheal cures, the so-called clinics? The pa- 
tients are put through the hurdles on the double 
quick, many times like cattle being hurried 
through the chutes, and their treatment is in a 
sense a joke and does not savor of the scientific, 
but to see how fast they can rush them through 
and how many they can handle at one session. I 
am knocking this clinic game for it needs to be 
knocked. Perhaps some paid employees of these 
places will give out rosy reports of the wonderful 
things accomplished to their superiors in order 
to make more secure their berths. They should 
realize that their gonorrheal results on the whole 
are not gratifying. The worst aspect of this 
abuse of medical charity is this: patients are 
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induced to go to these venereal clinics regardless 
of their financial ability because of the claims of 
superiority. They are rather loath at first to 
avail themselves of this golden opportunity but 
finally acquiesce and make their first appearance 
at the doors of charity. They then begin to 
realize that the abuse of medical charity means 
added money in their pockets. They have made 
their first start, as the girl does with her first 
cigarette or other indiscretion. The skids are 
greased for their future pilgrimages into the 
realm of medical charity. They go the limit. 
They only need a family doctor now in cases of 
midnight emergencies, which happen when the 
clinics have locked their doors for the night. This 
thing of clinics accepting and treating people 
well able to pay is a dirty imposition and an 
insult to the doctor who is trying to be ethical 
and fair. The clinics should be conducted as 
they were while I was a student and later an 
instructor at Northwestern University Medical 
School, where their financial ability was inves- 
tigated and their treatment was stopped if they 
were found to be unworthy of charity. But today 
it is come one, come all, welcome to our city. 
The minute a man or woman able to pay for 
medical services accepts this clinic charity he 
loses his own self-respect. If any of these tauted 
clinics had a real antidote or cure for gonorrhea 
or any better or improved methods of treatment 
than you or I have, then it would be folly to 
condemn them in their present day tendencies, 
but they have not. 

Would any reputable physician want to attempt 
to treat rabies in an inferior and ineffectual man- 
ner when we have these splendid institutions for 
the cure of these cases which we all realize are 
a God-send to humanity? Not in a thousand 
years. Doctors make every effort to see that 
patients with rabies go to the proper place for 
treatment without delay. It is about time that 
the organized medical profession was putting the 
limelight on these venereal clinics, more espe- 
cially the advertising ones, and finding out the 
real facts instead of relying on hearsay regard- 
ing their supreme methods and marvelous cures. 

There should be a rigid censorship on these 
free clinics to see that they confine their activi- 
ties to those unfortunate and poor and not en- 
courage the well-to-do to avail themselves of their 
free privileges. 

We have run in the same old rut of treatment 
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for gonorrhea since I began to study medicine 
more than thirty years ago. It is the same old 
story. We lose sight of true pathology and fire 
away broadcast after broadcast thinking that 
our foes, the gonococci, are in or near the ure- 
thra proper just waiting for their rations of 
antiseptics that will forever annihilate them. 
These medications are shot and irrigations are 
forced. They sadly miss their mark, for there 
are thousands of crypts of Morgagni and glands 
of the Littré and other adnexia of the urethra, 
including Cowper’s glands, and the prostatic 
glands that are the real hosts of the diplococci. 
In gonorrhea we have a complexity of pathology 
that must be analyzed and understood if we ex- 
pect to secure a possible cure. 

Why did I ask to read a paper on the treat- 
ment of gonorrhea? Do I believe I can help 
the present situation as it stands today? Yes, I 
do, or I would not impose on your time. There 
are three great factors that will materially help 
in our present day efforts to cure gonorrhea. The 
first is extreme gentleness at all times, handling 
the urethra and its appendages, as we would an 
eye. Worlds of harm have been done through 
needless traumatism in all stages of gonorrhea. 
The second point is to mop the urethra instead of 
using injections and irrigations, thereby prevent- 
ing a very large percentage of posterior involve- 
ment. In chronic posterior urethritis it is essen- 
tial to employ instillations gently instead of irri- 
gations with all their dangerous possibilities. 
The third point is to use bland medication in- 
stead of the stronger irritating ones that can 
only do harm and spread infection to the deeper 
structures. 

One point I have to come to realize is the 
extreme importance of gentleness and the avoid- 
ance of trauma. How many times have we passed 
sounds almost before an acute urethritis has 
subsided only to have the patient return with al! 
his bad symptoms increased and the case worse 
How many times have we in our 
frantic efforts to cure up a few little harmless 
shreds traumatized the posterior urethra, creat- 
ing new and worse conditions. The old adage 
regarding old gonorrheal pathology, “Better leave 
sleeping dogs alone,” is very true. Do not try to 
do too much or you may do much injury. How 
many times in the efforts to cure up an old gon- 
orrhea in a woman’s cervix uteri have we acci- 
dentally in our haste traumatized the cervix with 


than ever? 
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our speculum in one way or another and the 
woman would shudder and say, “That hurt me, 
doctor,” and in the next two or three days we 
realize that we have created an acute extension 
of the disease that we were trying to eradicate, 
with a resultant acute specific salpingitis with 
all its unfortunate and far-reaching results. The 
same is too often true when using too strong 
medical applications to the cervix. A 1 per cent. 
solution of silver nitrate is of service; a ten per 
cent. solution is a danger. 

Handle the applicator very carefully and use 
it so as get real benefit. How often have we intro- 
duced a cystoscope or a deep urethroscope into 
a male urethra to be called some hours later to 
» attend a case of urethral chills, so-called, which 
are always dangerous and bad. Let us spread 
the propaganda of reform and let the keynote 
be gentleness. 

The second point I wish to suggest is that we 
mop out the anterior urethra instead of using 
irrigations and injections. Some three or four 


years ago I realized that I was getting too many 
cases of posterior urethritis, in fact, 70 per cent. 
I decided to try and use a mop, as it were, in the 
anterior urethra, especially in new or acute cases 


of urethritis. I can truthfully say my results 
have been more than gratifying. The old time- 
honored but abused silver nitrate in weak solu- 
tion, say 1-500, is my sheet anchor, although I 
vary it with one per cent. mercurochrome at 
times. I take one of the peerless wood applica- 
tors, wrap a small piece of cotton around one end, 
always testing the stick to see that it is perfectly 
smooth and freely pliable to be sure that it 
will not break in the urethra, as I do the mop- 
ping. Then I dip the applicator in a solution, 
holding the glans penis between my fingers, and 
introduce the medicine way back to the cut-off 
muscle, using a sort of a screwing or rotary mo- 
tion to make the mopping as thorough as pos- 
sible. Then I remove the stick, using a turning 
movement while taking it out. Then I take a 
liberal piece of plain gauze, fold it and tie it on 
the glans proper with a piece of one inch gauze 
bandage with a slipknot, so the patient can easily 
remove same. This protects the clothing from 
medication and secretion. Pledgets of cotton 
should never be used. They simply become sat- 
urated and seal up the meatus and the retained 
pus creates bad irritating conditions. Gonorrheal 
bags are filthy and undesirable. 
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In treating chronic posterior urethritis I em- 
ploy weak silver nitrate solution, 44 per cent., us- 
ing an Oliver deep urethral instillation syringe 
with a Porges catheter made to fit the size of 
about a 10 F. as a rule. 

The third point I wish to emphasize is bland 
medication. Use weak solutions of everything 
that is irritating. There have been perhaps 
thousands of specifics used for the care of gon- 
orrhea, both acute and chronic. They are mostly 
of no use and very often distinctly deleterious. 
[rrigations are generally bad, no matter what 
chemical is employed. Injections as ordinarily 
employed are very questionable. Medicated bou- 
gies and suppositories of all sorts and descrip- 
tions are bad. Any foreign body left in situ in 
the urethra creates troubles. All serums and 
vaccines are bunk and bad. Millions of dollars 
have been spent for these experiments that should 
have been discarded to the junk pile long ago. 
The latest suggested method is intravenous in- 
jection of 3 to 5 ec. of 1 per cent. mercurochrome 
solution every second day, This bears careful trial 
because there may be something worth while in 
this therapy. In the clinics given at the Chicago 
Medical School Dr. Zaczeck has been using this 
method with apparently good results. It is too 
early to make definite claims as yet. The new 
heat methods, such as diathermy, are still in 
the experimental stage and probably have their 
limitations. The thermaphore treatment, which 
is simply heat applied directly to the urethral mu- 
cosa through a steel sound, is ordinarily good 
therapy, in selected cases. Galvanism in all its 
forms is bad and dangerous. Some internal med- 
ications are extremely harmful. Hexamethy- 
lenamin should never be employed. It is a dis- 
tinct irritant to the mucous surfaces and makes 
had matters worse. Cubebs and copabia and all 
their combinations are not good and create gastric 
disturbances not desired. Methylene blue is a 
joke. East Indian sandalwood oil is of value 
in acute and especially peri-acute conditions, but 
it must be administered guardedly. I always 
combine it with alkalines to prevent gastritis and 
nephritis so far as this is possible. Alkalines 
alone are always indicated and do good, espe- 
cially the citrates and tartrates. I very often 
give one-half ounce of the old mixture of rhu- 
barb and soda four times daily. This gives a 
good laxative and alkaline effect and is pleasing 
to administer. 
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Many things that we do in cases of gonorrhea 
are overdone and do harm if abused. The ure- 
throscope in both anterior and posterior urethra 
has only a limited practical value. Many a pa- 
tient seeing a urologist put a bright light down 
into his deep urethra believes the millenium has 
arrived because the doctor sees it all. If he 
only knew how little of the real pathology is to 
be seen he would change his mind. The doctor 
can only see the urethra proper. All the adnexa, 
wherein lies 90 per cent. of the trouble, is not 
to be seen. How could a urethroscope see Cow- 
per’s gland or other such adnexa? Besides, there 
is always more or less trauma produced every 
time the urethroscope is introduced. It has its 
real usefulness in such cases as persistent bleed- 
ing ulcers of the urethra, but its use should be 
limited to its indications. 

Another bad angle is the abuse of prostatic 
massage so-called. There are physicians who 
virtually massage as a routine without consider- 
ing the true pathology or indications. It is their 
stock in trade, as it were. They find the pros- 
tate a little off color or a lot wrong in many 
cases and proceed to rub and tug, attempting to 
do something, but unfortunately that something 
done is too often bad and distinctly harmful. 
How many patients come to me and on getting 
on my table for examination turn around and 
expose the rectum, expecting the usual so-called 
massage. I often wonder if perversion might not 
be a product of this rub-rub-stuff. Prostatic 
massage has its indications and also its limita- 
tions, and I only hope physicians who have been 
saturated with this massage mania will come to 
earth and think it over again. 

Regarding chronic gonorrhea and its complica- 
tions, chronic infections of the lacuna magna 
should be treated by the cautery needle clear 
up to the bottom. Other treatments are usually 
failures. Infections of the glands of Littré and 
the crypts of Morgagni should be treated by 
mopping with a solution of silver nitrate 14 
per cent. every second day. Peri urethral abscess 
should be allowed to get ripe, as it were, and then 
be opened by incision, using a sharp pointed 
scissors on the outside of the penis. I have 
never had a resulting urinary fistula develop if I 
waited until the abscess was well walled off. 
Strictures of the meatus should be handled care- 
fully. To incise and make too much of an open- 
ing is a bad mistake. Only a small incision 
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should be made in the floor of the canal. Too 
much of a cut creates bad conditions, such as 
dribbling of urine and loss of tonicity of the 
usual stream desired, expected and necessary for 
the well-being of the patient. 

Soft urethral strictures in the shaft of the 
penis can be treated by the use of sounds, either 
hard rubber or steel. Hard rubber bougies such 
as we get now days are excellent and avoid the 
trauma we get in going through the membranous 
uretha, which is a fixed affair and cannot be 
forced. For a hard fibrous stricture do a ure- 
throtomy. In the anterior urethra do an internal 
urethrotomy, cutting the strictured mass and 
making the incision on the roof of the canals 
for the purpose of avoiding too much hemorrhage. 
Always get a coagulation test before doing this 
operation. Do not make an incision over a 30 
to 35F. That will do the work and lessen the 
chances of excessive hemorrhage, curvature of 
the penis and other undesirable complications. 
Do not put a sound in the penis for five days after 
the operation and then with extreme gentleness. 

For the old time hard strictures in the mem- 
branous urethra perform an external urethrot- 
omy, doing it thoroughly. These results are 
splendid, but sounds must be passed once a 
week practically for years to come. 

Infections of Cowper’s glands are frequent. 
They seldom suppurate and can be treated expec- 
tantly by hot local applications, after which 
they subside and become quiescent. Acute exac- 
erbations of these inflammations of these glands 
produce very high temperature at times, with 
temporary alarming symptoms that rapidly sub- 
side. 

Urethral ulcerations, if hemorrhage persists 
over several days, should be treated by the ure- 
throscope and 20 per cent. silver nitrate at the 
point of bleeding. Acute retention of urine due 
to either spasmodic or organic strictures is r- 
lieved if simple measures fail by inserting a 
small filiform or bougie into the urinary blad- 
der, leaving it in situ for one hour and then re- 
moving it with the patient standing with a bowl 
of running water ready to receive the urine which 
is usually forthcoming. If an over-distended 
bladder is catheterized either by suprapubic punc- 
ture of catheter through the urethra, the urine 
should be withdrawn very slowly, allowing a cer- 
tain amount to remain in the bladder. Sudden 
complete evacuation of an over-distended bladder 
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is too often followed by dangerous complications, 
such as hemorrhage, etc. Prostatic abscess, 
either extracapsular or intracapsular, is in a 
sense a nightmare and is extremely difficult of 
early diagnosis. Hot local applications by means 
of the hot water bag rather than the so-called sitz 
baths are preferable, as the latter, while valuable, 
weaken the patient, thereby lowering his general 
tone. These prostatic abscesses will at times spon- 
taneously rupture into the urethra, thereby sav- 
ing us a lot of trouble. If they increase and the 
terrible chills that are pathognomonic of this class 
of cases continue, then it is very necessary to 
incise through the median line two and one-half 
inches in front of the rectum, allowing the pus 
to drain out if it is to be found. Drainage in 
these cases, even though we fail to find pus, will 
oftentimes be of help. 

Chronic gonorrhea in the female is usually 
located in the Nabothian glands of the cervix. 
Careful mopping out of the cervix with 1 per 
cent. solution of silver nitrate, going up as far 
as can be gently performed, is the best treat- 
ment. In doing a hysterectomy the cervix should 
be completely removed with the uterus, for an 
old infected left over cervix is a Jonah and a 
mistake. 

Treatment of specific urethritis in the female 
is accomplished by intra-urethral applications 
and instillations of silver nitrate. I do not be- 
lieve that one case out of fifty of gonorrhea con- 
tracted from the female is from the Bartholin 
glands or the urethra. It is the old tenacious 
mucus coming from the cervix uteri that is the 
true sinner. A hot douche daily of quinine bi- 
sulphate, one teaspoonful to two quarts of hot 
water, is very serviceable. If the labiae are 
inflamed or swollen a little piece of absorbent 
gauze placed between the lips and left in situ will 
often be of great value. The same is very true of 
pruritus ani. Tampons of all sorts and descrip- 
tions have been used from time immemorial, 
saturated with ichthyol, glycerine and what not. 
They are in my opinion deleterious, no good and 
contra-indicated. 

As to gonorrheal seminal vesiculitis which is 
responsible for many terrible results and com- 
plications, we must thank Dr. Belfield for his 
vasotomy operation and technic which is well 
known to all, for relief in at least a large per- 
centage of these unfortunates. Recently Dr. 
Lowsley of New York has perfected his technic 
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so that he catheterizes the ejaculatory ducts 
through the sinus pocularis, thereby inserting the 
medication into the vesicles without any incision. 
This is a real advance in genito-urinary work. 
Dr. Eugene Fuller was the pioneer in the field 
of seminal vesiculectomy which put many a 
helpless cripple on his feet once more. I saw 
Dr. Fuller perform this operation before the 
American Urological Society in New York in 
1911. At that time he had operated on 300 
patients with many brilliant results. The same 
can be said of Dr. Cunningham, of Boston, whose 
seminal vesiculectomy has robbed the home of 
the incurable of some of their sure thing inmates. 
But milder methods should always be tried faith- 
fully before resorting to extreme surgery. 

As to gonorrheal epididymitis, in recent years 
many attempts have been made to lessen its 
average duration of severity by surgical proce- 
dures, such as exposure and puncture of the 
tubules. I personally feel that these short cuts 
are failures and that immobilization by a prop- 
erly fitting suspensory, rest in bed, hot applica- 
tions, preferably the hot water bag, to the affected 
side, is the logical and, everything considered, 
the best treatment. 

I am indebted to Professor L. E. Schmidt and 
Professor V. D. Lespinasse, both of whom I 
served under as an assistant in the clinics of 
Northwestern University Medical School for 
fifteen years, for their many practical suggestions 
and ideas regarding the pathology of gonorrhea 
and its complications, Many of the practical 
points that I have tried to emphasize have been 
learned by seeing and absorbing their splendid 
work in the field of urology. 

Gonorrhea in its ravages has reached a dan- 
gerous high water mark and it is going still 
higher. Statistics so far as they go and can be 
depended upon show a marked increase in the 
number of new cases in recent years. We all 
realize that we are in the age of indiscriminate 
and excessive venery. The streets are lined 
with women dressed in such a manner as to 
attract men’s sensual desires. In the old days 
when a man met a sweet girl it was an admiring 
glance upward, but these days it is a sensual 
look downward instead. A woman modestly 
dressed these days fails to qualify but has to 
take off her hat to her sister with the bobbed 
hair, x-ray apparel, sleeveless effects and the 
little vanity box’s continuous performance. Sen- 








sual feasts are the order of the day. It will 
probably take a catastrophe such as old Noah 
had to contend with to change these present day 
exhibitions and tendencies. Even grandmothers 
have caught the fever and have discarded their 
somber clothes for the glad rags. Even they 
do their little bit to turn men from stability to 
uncertainty. 

All this sensuality does increase our influx 
of cases of venereal diseases. Effectual prophy- 
laxis is the great trump card in the real attempts 
to stamp out gonorrhea. It should be broad- 
casted and a poster put on every gate post telling 
of its need. Circumcision should be obligatory 
and required by the State Department of Health 
the same as vaccination against smallpox, Pro- 
phylaxis performed by the copious use of soap- 
suds which removes the tenacious mucus, fol- 
lowed by the act of urination will usually prevent 
disease. 

Fear rather than conscience is the factor we 
must recognize that will keep men from indulging 
indiscriminately in dangerous venery. How many 
men that are free from venereal diseases have 
told me that years ago they accidentally got into 
one of these so-called museums of anatomy and 
the horrible and repulsive sights depicted by 
these plaster reproductions made them have a 
mortal fear of venereal disease and created a 
silent resolve to take no chances until married to 
a pure woman. I have such a collection which 
formerly graced old South State Street in its 
balmy days. Could such a collection as this be 
taken from town to town for the younger set 
to gaze upon, I am sure it would do ten times 
more good than voluminous lectures and treatises 
now in vogue and secure honest-to-God results 
in many instances. 


SUMMARY 


1. Gentleness is the keynote to the successful 
treatment of gonorrhea. 

2. Mop out the inflamed urethra with 14 per 
cent. solution of silver nitrate instead of using 
injections or irrigations which are responsible 
for a large percentage of cases of posterior ure- 
thritis and its dangerous complications. 

3. Discourage the so-called free clinics that 
treat patients well able to pay. Their presence 
and encouragement is an imposition and slur 
upon the organized medical profession that is 
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trying to live up to decent medical standards and 
ideals. 
25 East Washington Street. 


DISCUSSION 


Dr. J. P. Simpson, Palmer, Ill.: Dr. Mowry’s paper 
affords me much spiritual comfort, because in these 
days when so much is said about our cuty in treating 
and eliminating venereal disease, thus reaching the 
seventh heaven or social millenium, I at times become 
introspective and feel that I should come down to the 
mourner’s bench, because this class of practice is dis- 
tasteful to me since I began doing general surgery and 
I have declined much of it. 

Now after hearing Dr. Mowry’s exposition of the 
subject and the strong case that he has made out 
against the pernicious meddling that often is resorted 
to in these diseases, it would appear that I have ac- 
tually contributed somewhat to the welfare of some of 
these unfortunates by letting them alone. So that I 
should really take my place in the hallelujah chorus 

He sounded a true note when he stated that one 
of the greatest factors in prevention is education. If 
a young man can be made to understand the horrors 
of venereal disease, he will be mos! likely to escape 
them. If they can also be taught that early treatment, 
by the educated physician, and not by spine adjusters 
and their ilk, they will the more readily seek such 
help, instead of trying to hide their troubles until they 
become loathsome. 

Only a few years ago lepers had to be run down 
and captured, like the modern manufacturer of “Vol- 
stead Bitters.” Now they seek the Leprosariums with 
every hope of being restored to health and civilized 
society. 

This museum of horrors that the doctor has on ex- 
hibit should be effective—like the strong card that the 
great Peter Cartwright used to play at his revivals. 
If, after a week or more of earnest entreaty the 
mourner’s bench still had few occupants, he would, in 
a dramatic manner, exclaim: “You people should be 
taken by the hair of your heads and shaken over pur- 
gatory for about fifteen minutes. You would then see 
the error of your ways.” 

Dr. F. Emerson Inks, Princeton: I don’t handle 
gonorrhea cases. But in regard to free clinics, I think 
Dr. Mowry spoke a word of warning. This is how 
we have controlled the clinics in our county. We have 
some good people, so they have a crippled children’s 
clinic, a tuberculosis clinic and a venereal disease clinic. 
The doctors got together and decided that these should 
be real clinics. The tuberculosis clinic is just fer diag- 
nosis. No treatment. The crippled children’s clinic 
is for those who cannot afford treatment otherwise. 

In regard to the venereal clinic, a few of us got 
together and got the other doctors back of us and de- 
cided we would take the best man who was getting 
good results to run that clinic. It was given out that 
anybody coming to that clinic would have their finan- 
cial standing looked up either by the visiting nurse or 
by the chief of police. It was also given out that 
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anybody coming to that clinic was under the control 
of the police, so that if they didn’t come in when the 
next treatment was called for the chief of police or the 
visiting nurse with police powers would go out and 
bring them in. 

So we have done away in our county, practically, 
with the people who can afford to pay going to these 
clinics. If you can get it so that they are under police 
control and these people know their financial conditions 
will be looked up and the police can look after them 
if they don’t obey the laws, you will do away with a 
large part of the well-to-do people coming in. 

Dr. R. O. Hawthorne, Monticello: He is changing 
his ideas since I knew him in school. He mentioned 
some of the newer drugs on the market. I would like 
to know if his opinion about the merits of mercuro- 
chrome are individual, or are generally recognized by 
the genito-urinary men. I notice Parke-Davis advo- 
cates dibromin, which has a phenol coefficient of 105 
when tested on the gonococcus. What has been your 
experience with this? 

He mentioned soap. I have been trying to get some 
literature on the use of soap, especially with the female. 
We have been using a little recently in wool tampons. 
First swab out with liquid soap and then insert the 
tampon. Has this alkaline treatment any merit over 
the many others? 

Dr. F. H. Renberg, Chicago: I would like to ask 
Dr. Mowry whether or not in the irrigations which he 
strongly condemns if the amount of pressure used 
would not make some difference? Where a low pres- 
sure irrigation would be harmless and not any more 
harmful than a swab, which one could liken to a piston? 
The difference being one between hydrostatic pressure 
or piston pressure. Personally in my experience I 
have found that where an irrigation is made with low 
pressure, no harmful results occurred. 

As a preventive I have used an internal anticeptic 
such as urotropin as a precaution against the de- 
velopment of a posterior urethritis. 

Dr. A. E. Mowry (closing): These (referring to 
wax models) are only samples. There are twenty 
cr twenty-five of these things, that used to be on 
South State Street in Chicago. This layout was only 
to scare the men. Lots of times they got scared and 
didn’t go upstairs. I think if this stuff could be taken 
around it would be a God-send. 

As far as tampons are concerned in a woman, they 
are rotten. You are just fooling yourself and the 
woman, too. 

As far as urotropin is concerned, that is also rotten. 
I can’t agree with the doctor on urotropin at all. 
Watch it closely. It irritates not only the urethra but 
has a tendency to create nephritis. It is absolutely 
contraindicated in all cases of gonorrhea We tried 
giving urotropin in gonorrhea. We would watch the 
cases and they would say, “The urine smarts and I 
don’t feel so good.” My advice is to leave urotropin 
strictly alone when treating gonorrhea. My personal 
opinion is it is not good for anything. 

About soap suds. Of course, with a woman it is 
hard to use. In a man, it is simple. You can always 


Cc. S. BUCHER—R. S. FUNK 135 


get a piece of soap and it will kill these spirochetes. 
I have often thought of using soap suds in a woman, 
but I have not been really successful. 

Now the doctor asked about irrigations. I am against 
them. If you have an ulcer on you> tongue you touch 
that with silver nitrate and you say, “It feels better.” 
Take all the mouth-washes and it doesn’t seem to re- 
lieve. Irrigation—I am dead off of that. We have all 
got a right to change our ideas. 

I have seen the county hospital loaded full of cases 
following irrigations. The great secret in gonorrhea 
is to keep it from becoming incurable. If you keep :t 
in the anterior urethra, all right; but the minute you 
start irrigation and the man says he wants to urinate, 
you have started something possibly bad. 

Personally I know I have been getting results al- 
most too good to be true by going in and mopping 
gently and doing it right instead of irrigation. I am 
not trying to put myself up as a great man, but, so far 
as I know, I am the first man that advocated mopping. 





INTRAVENOUS USE OF 
CHROME-220 SOLUBLE. 
REPORTS 
C. S. Bucuer, M. D., and R. 8S. Funk, M. 8. 
CHAMPAIGN, ILL. 


MERCURO- 
CASE 


Due to the many conflicting reports as to the 
effectiveness of Mercurochrome-220 Soluble intra- 
venously, there arises a question as to its value. 
Several have found that the use of this dye is 
indicated as a germicidal agent in the human 
body.'* Brill and Myers found that its use in no 
way interfered with the progress of the infec- 
tion.® The first case reported here is that of a 
patient suffering from an extreme suppurative 
condition. 

For treatment, a sterile one per cent. solution 
of Mercurochrome-220 soluble was used, the 
crvstals being dissolved in sterile distilled water, 
and the amount injected being calculated per kil- 
ogram of body weight. 

Case 1. This patient was a vigorous young man 
26 years of age who had tonsillitis at the age of five 
causing chronic otitis media; a low grade osteomyelitis 
from injuring his right foot at the age of seven; and a 
supposedly cured gonococcus infection of seven years 
duration. In 1923 the old osteomyelitic foot, being 
again injured, was amputated. 

Shortly after this amputation was performed, he 
developed vertigo from his aural condition. His left 
testicle was removed because of pus formation and at- 
tempts were made to drain the inguinal region. A 
bacterial vaccine of Staphylococci and Escherichia coli 
organisms was prepared from a specimen of pus. This 
vaccine was used for about a month. At first it seemed 
to give satisfactory results but later did not and was 
discontinued. The suppuration became so much worse 
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that the patient was admitted to the hospital for surgi- 
cal drainage of pus. 

About a month following the removal of his testicle 
the patient was given 5 c.c. of a 1% sterile solution of 
mercurochrome intravenously. This caused a decrease 
in suppuration. No undesirable effects resulted. Fruit- 
less search had been made in his urine, pus and ex- 
cised gland for Mycobacterium tuberculosis. Albumin 
had been present in his urine to the extent of 0.3% 
by the Purdy’s centrifuge method. After the injection 
of Mercurochrome it dropped to 0.15% on the second 
day, it then rose again to 0.3% on the fourth day. His 
temperature which had reached 101.4 in the afternoons 
dropped below normal on the third day. 

Six days after this first injection, 32 c.c. of a 1% 
solution of mercurochrome (5 mg. per Kg. of body 
weight) was given intravenously at 10 A. M. In less 
than half an hour he developed a severe chill, flushed 
face, shortness of breath and emesis. At 12 M. his 
temperature had risen to 102 and at 4 P. M. to 104, 
then dropped to below normal on the next day; on 
the fourth day it rose to 100.2, then gradually dropped 
to below normal on the eleventh day. Albumin in the 
urine which had been present 0.3% two days previous 
to the injection dropped to 0.1% at 11 A. M. then 
went to 2.2% at 2 P. M., to 3.2% at 4 P. M. then 
dropped to 0.5% on the next day. On the second day 
it dropped to 0.2%. On the ninth day the albumin 
rose to 0.5% then gradually dropped to a mere 
trace. After 48 hours pus drainage from the in- 
guinal region stopped entirely but started again on the 
next day and kept draining. The character of the pus 
changed from a thick yellow discharge to a thin 
lighter color. A direct microscopic examination of 
stained smears of this pus showed a few Escherichia 
coli, Staphylococci and Gonococci on the day of the 
injection. Three, six and ten days later no cells were 
visible on direct microscopic examination. Cultures 
showed Staphylococci and a few Escherichia coli or- 
ganisms, later Staphylococci and still later both types. 
On the fourteenth day a direct microscopic examination 
of a smear showed many of all three types of or- 
ganisms. A blood Widal was negative. 

A study of the blood showed a slight decrease in 
the total leucocyte count; in the differential count of 
leucocytes an increase to normal of the polymorphonu- 
clear neutrophils and a decrease to normal of the 
lymphocytes. 

All disagreeable effects including salivation disap- 
peared during the first week after the injection. The 
patient was dismissed from the hospital about a month 
after the first injection of mercurochrome. 

Within seven days this same patient developed ery- 
sipelas on his nose and cheeks. An intravenous in- 
jection of 6.5 c.c. of a 1% solution of mercurochrome 
(1 mg. per Kg. of body weight) was given with a 
slight chill resulting followed by a rapid clearing 
of the erysipelas. His old condition returned within a 
week after this, the pus drainage increased, the patient 
was returned to the hospital and died shortly from 
general septicemia. 

Case 2. A man with a gonococcus infection of six 
months duration was cleared and remained so after 
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one injection of four milligrams per kilogram of body 
weight. 

Case 3. A young man with gonococcus infection 
of one year duration under treatment at other places, 
received five one milligram per kilogram of body 
weight injections, then a two, a three and finally a five 
milligram per kilogram of body weight injection with 
only temporary results. 

Case 4. A man suffering from erysipelas on one 
side of his face was quickly cleared after one injec- 
tion of three milligrams per kilogram of body weight 
without undesirable effects. This condition had not 
returned to date (Three months). 

Case 5. A young woman from whom an extensive 
carbuncle on her upper lip had been excised, was 
quickly cleared after one injection of five milligrams 
per kilogram of body weight. 

SUMMARY AND CONCLUSIONS 

Since some cases show beneficial results, while 
others do not, there arises a question as to the 
effectiveness of the use of mercurochrome as a 
germicidal agent within the body. From the re- 
sults obtained here and from other cases, it 
seems probable that one large initial injection 
will give better results than repeated smaller 
doses. For a disease like erysipelas the dye 
seems to be very efficient. The disadvantages 
of the treatment are the undesirable effects result- 
ing from the mercury. Perhaps in the near fu- 
ture a neo-mercurochrome may be developed 
from which beneficial results may be obtained 
without the undesirable features. 

209 W. University Avenue. 
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CATARACT 
PREVENTABLE COMPLICATIONS AT 
TIME OF OPERATION AND DURING THE 

HEALING PROCESS* 


W. A. Fisner, M. D., F. A. C. 8S. 


Professor of Ophthalmology, Chicago Eye, Ear, Nose and 
Throat College 


CHICAGO 
Most complications occurring at time of oper- 
ation and during the healing process are pre- 
ventable provided there is a skilled operator, a 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Quincy, May 20, 1925. 
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good assistant and the eye is well anesthetised. 
An operator can only become skilful by prac- 
tice and practice makes perfect. It is difficult, 


however, to obtain practice material and the op- 
erative results are often disastrous. Inexperienced 
operators can find excellent practice in every step 
of the operation, as well as in the handling of 
complications by operating repeatedly on the 


Fig. 1. First position in lens delivery. Lid hooks 


in position. 

eyes of kittens six weeks old, which are easily 
obtained. The cornea of the kitten is about 11 
mm. in diameter and is quite like the human 
cornea. The anterior chamber is about the 
same depth as in the human eye and the iris is 
more like the human iris than that of any other 
available animal. 

Assistant—The assistant’s position is quite an 
important one and he, like the operator, can 
become quite proficient by practice. Nurses 
make better assistants than doctors because, not 
aspiring to become operators, they attend more 
strictly to the duty of holding the lids away from 
the eyeball. Nurses can practice by holding each 
other’s lids; and, under supervision of the oper- 
ator can in a very short time become quite profi- 
cient. 

Selection of Patients—Beginners should seleet 
patients over 60 years old. Experienced opera- 
tors also changing from a technique they are 
familiar with to a new method, should do like- 
wise; then if a complication occurs, they would 
be well advised to abandon the old procedure and 
proceed with the one with which they are familiar. 
A patient with a senile cataract that is half or 
more mature must have some operation to restore 
vision and there is not much selection to be 
made. 

It is not possible to determine the size of a 


W. A. FISHER 


137 


lens until an attempt is made to remove it, nor 
can one know how the patient will deport himself. 
It is necessary, however, to have an eye quite 
free from inflammation, lids fairly healthy, the 
pupils reacting to light, tension normal, the 
lachrymal sac free from pus and sufficient anes- 
thesia to perform a painless operation. 

‘Preparation of the patient—Very little prepa- 
ration is necessary, but it is well to make a 
24-hour conjunctival culture. An ointment com- 
posed of 5 per cent. cocain and 5 per cent. eup- 
thalmine is inserted between the lids of the eye 
to be operated upon, and the eye bandaged for 
45 minutes before the operation, 

Anesthetic—A few drops of 4 per cent solu- 
tion of cocain is then instilled in each eye. Five 
minutes after this instillation the patient is taken 
to the operating room, where a second instilla- 
tion of a 4 per cent. solution of cocain is in- 
stilled into the eye that is to be operated upon 
and in addition 5 drops of the 2 per cent. solu- 
tion of cocain is injected subjunctively at the 
point where the iris is to be cut. The face, eye- 
lids and brow are then washed with soap and 
water. Soap entered the anesthetised eye is not 
annoying. Five minutes after the injection and 
second instillation of cocain a third instillation 
of cocain is made in the eye that is to be oper- 
ated upon; and five minutes from the last in- 
stillation, or ten minutes from the time the pa- 
tient is placed upon the operating table the eye 


Fig. 2. 
in position. 


Second position in lens delivery. Lid hooks 


is quite insensitive and a painless operation can 
usually be performed. If the patient is nervous 
it is well to postpone the operation one day and 
then give a hypodermic of 4% gr. morphin three 
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quarters of an hour before operating or at the 
time the cocain and eupthalmine is applied. 

Lid Control—Deficient lid control is the cause 
of many complications. Lid hooks should be in- 
serted before the operation is begun and a com- 
petent assistant can be depended upon usually 
to hold the lids in such a manner that pressure 
is kept from the globe during operation. When 





lig. 3. Third position in lens delivery. Lid hooks 


in position. 


the hooks are in position the eye is flushed with 
+ oz. of 1:2000 warm bichloride of mercury solu- 
tion, which is not painful because the eye is anes- 
thetized. Should some of the solution enter the 
unoperated eye, it will not be felt because this 
also is anesthetized. The lid hooks are not re- 
moved until the operation is finished and the lids 
closed, at which time, they are slipped from be- 
neath the lids. 

Incision—A faulty incision may cause many 
complications, but with sufficient practice on 
kittens’ eyes, one may expect a good incision, 
which should be just short of one half of the 
cornea. 

Full Iridectomy—The purpose of an iridec- 
tomy is to prevent iris prolapse. If improperly 
done, is often the cause of many complications 
and it must be executed with delicacy. 

Peripheral Iridectomy—Many operators prefer 
a peripheral iridectomy, which is made for the 
same purpose as a full one. If a loss of vitreous 
precedes lens delivery the peripheral iridectomy 
should be converted into a full iridectomy to fa- 
cilitate spoon delivery. 

Capsulotomy—tThe capsule is cut with a cysto- 
tome or a piece of it removed with forceps. The 
lens may be dislocated with either of these in- 
struments and this would be classed as a very 
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serious complication; a light hand is therefore 
necessary at this time. If the lens is to be re- 
moved in the capsule the capsulotomy is omitted. 

Lens Delwery—Most operative complications 
occur during lens delivery. In the capsulotomy 
method the lens is expelled by pressure in the 
same manner as in the Smith or Knapp intra- 
capsular method. (Figs. 1-2-3.) in Barra- 
quer’s method? the lens is pulled out by suction 
grasp. (Figs. 4-5-6-7-8-9-10-11.) In Fisher’s’ 
by the Smith method, except that in difficult 
cases the lens delivery is aided by a sharp needle. 
(Fig. 12.) In Verhoeff’s* and Torok’s® method 
by pulling upon the lens with toothless forceps, 
together with pressure upon the cornea. (Fig. 
13.) If the lens cannot easily be expelled with 
safe pressure it is well to enlarge the opening in 
the cornea with blunt pointed scissors. 

Cortical and Capsule—In the capsulotomy 
method it is quite necessary to remove as much of 
the cortical as appears safe to the operator. If 
the capsule is ruptured in the intra-capsular oper- 
ation, the cortical and as much of the capsule 
as can be done with safety are removed. 

In removing cortical the lid hooks are removed 
and a Smith speculum inserted, because a little 
pressure is helpful in removing the debris. There 
is danger of loss of vitreous in removing the 
debris, but there is also great danger to the eye 
if it remains. It is advantageous to make the 
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held. 





Position in which the Erisifaco should be 


eye as clean as possible even at the expense of 
vitreous loss because of less post-operative com- 
plications. 

Lost Lens—lf the lens drops out of sight the 
eve is bandaged for four days, at which time the 
lens usually resumes its position. The incision 
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is reopened as in a cataract operation and the healing process and usually follow some faulty 























for 
| “ lens removed with a Smith spoon. If the lens operative technique. Treatment must be ener- 
ed. cannot be seen at first dressing, the eye is ban- getic. Two leeches applied to the temple, an 
ine daged for four days, but no attempt at removal enema, ten grains of aspirin every four hours 
omy of the lens is made unless it can be seen. and mercural inunctions will often suffice in cases 
the Toilet—Poor toilet is the cause of many iris that do not require surgical interference. 
lon, a Everted Cornea—Small incisions are probably 
= the cause of more everted corneas than large 
va ones. The cornea must be replaced if possible 
or’? and a cut made with blunt pointed scissors at 
cult each corner of the wound, will be found very 
“a helpful. Lid hooks are quite indispensable in 
hod keeping all pressure from the globe while re- 
eps, placing the cornea, 
Fig. Corneal sutures, or covering the wound with 
vith conjunctiva, are recommended. 
x in J Temporary Insanity—Dreams might be a bet- 
\ ter term than temporary insanity. They can be 
—- sides il ile lel tee prevented or at least lessened by having one of 
we em fae S em od ens 1s raised less than one ‘the patient’s friends sleep in the same room, in 
If : order to speak to him, if dreaming. The patient 
aap. prolapses which are very often followed by post- will often recognize the voice of a friend when 
a operative inflammation. The spatula, according ;). yoice of a stranger might intensify his 
to Holland, should be moved away from the ream. Removing the bandage is also recom- 
hea edge of the incision, and not toward it, to avoid = jonded. 
ttle pushing the iris ante the wound. ; Hemorrhage of the Choroid—The most serious 
: After a full iridectomy 1 per cent. atropin lication that sited De an SES Be 
rere 7 ointment is inserted between the lids. After a “OP ‘C@HOn bint can oceur Siizomey 
the cataract operation is hemorrhage of the choroid. 


peripheral iridectomy 1 per cent. eserin ointmeut 


eye is deaetledh Plus tension favors this complication ; but it un- 




















the Bandage—When the operation is finished 2 
~ per cent. yellow oxide of mercury ointment is 

applied over the closed lids, both eyes are ban- 

daged and the patient is put to bed for 24 hours. 
_| Complications After Operations—Many post- 
* operative cataract complications have their ori- 
. gin in a defective operation. Prolapsed iris and 

its consequences probably cause more trouble than 
. all other complications combined. Prolapse is 
aw more disastrous than slight vitreous loss; still 

many incarcerations and slight prolapses as well 

as slight loss of vitreous do not cause any loss 4 
7 of vision. 

Gaping Wounds—When a gaping wound is Fig. 6. The movement of rotation commences in 

| be such a way that the superior border of the crystalline 


found during the healing process there has usu- lens follows the patellar fossa from above downwards. 
ally been some complication during the opera- 


of tion. The cause is usually capsule or cortical fortuzately occurs when all precautions have been 
ym- material lodging between the lips of the wound, taken and when the tonometer findings are nor- 

which should have been removed with any other mal. If, after a cataract operation, the patient 
the debris during the operation. complains of a feeling of faintness or severe pain 
the Iridocyclitis—Iritis and iridoclytis are the most or requests a glass of water, he should be given 


ion common and dangerous complications during the a hypodermic injection of morphin, anticipating 
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a hemorrhage of the choroid. When it occurs 
the vision is always lost. 

Infection—Col. Smith® states that in his obser- 
vations when infection sets in it progresses in 
spite of all efforts, but successes have been re- 
ported by Woodruff" following cyanide of mer- 




















Fig. 7. Represents the period when the crystalline 
lens has made one fourth of the turn. 


cury injections. Injections of milk, also typhoid 
vaccines as well as frequent instillation of opto- 
chin have been used extensively with favorable 
results, especially in anterior involvement of the 
globe. 

After Treatment—Many complications during 
the healing process are due to too early and too 
frequent treatments. Objections have been made 
to the so-called “no after treatment” method, but 
probably more complications follow the daily- 
treated cases. 

Very few complications are benefited by treat- 
ment other than that which can be given without 
opening the lids; and many serious complications 
can occur by too early and too frequent treat- 
ment. If the lids are not swollen no good can 
come from inspecting the eye for a week after the 
operation. 

CONCLUSIONS : 

A good operator, a competent nurse, efficient lid 
control and proper anesthesia will prevent almost 
all complications that occur during the opera- 
tion and healing process. 

Debris—When the capsulotomy operation is 
performed less post-operative complications will 
follow when cortical debris is removed. In 
doing this a loss of vitreous must occasionally be 
expected. When the intra capsular operation is 
performed with a ruptured capsule the cortical 
and capsule are removed to prevent post opera- 
tive complications during the healing process. 
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Vitreous Loss—Competent capsulotomy opera- 
tors would seldom have vitreous loss were it not 
for their anxiety to clear the eye of cortical ; but 
when this is done the percentage of vitreous logs 
is quite as great as intra-capsular operators 
report. The average operator will have less vit- 
reous loss in the capsulotomy than in the intra- 
capsular method ; but the former will have more 
post-operative complications than the latter. 

Experience—Experience can be obtained in ev- 
ery step of the operation by any method, as well 
as of all the complications, by operating upon 
kitten’s eyes. 

Experienced Operators—Suggestions for the 
prevention of complications during the operation 
and healing process will be expected from those 
who do large numbers of operations, such as is 
done in Holland’s clinic in Shikarpur, India, 
and Barraquer’s clinic in Barcelona, Spain, 

Helpful suggestions will be found in detailed 
reports of large numbers of operations such as 
Capt. Cruickshank’s study of 2,755 operations 
from Holland’s clinic, 1923-1924, to be published 
later. Also 115 Barraquer’s operation. 

It is admitted by all ophthalmic surgeons that 
better visual results can be expected if the lens 
is removed within its capsule without complica- 
tions ; and this method offers the added advantage 
of the cataract being operable at any stage of 
maturity. For those who desire to change from 
the capsulotomy to the intra-capsular operation, 
Fisher’s method’® is recommended because it 
enables competent operators to change from the 
capsulotomy to the intra-capsular method with- 
out increasing complications. 

31 North State Street. 
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DISCUSSION 


Dr. C. C. Clement, Chicago: Dr. Fisher spoke of 
the necessity of skill in operating. A skillful operator 
is certainly the greatest factor for safety in cataract 
extraction. In the hands of a skillful operator most 
eyes are safe. In the hands of an unskillful operator 
most eyes subject to cataract extraction are in very 
grave danger. Skill, of course, is the result of prac- 
tice and practice in cataract extraction is probably one 
of the most difficult things in the world to get. Some- 
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times we wonder where men develop skill in cataract 
extraction. They certainly do not get it in their college 
days. They get very little of it in their internship, 
even in special hospitals, They get very little of it in 
post-graduate hospitals. 

Dr. Fisher suggests practice on kitten’s eyes. That 
certainly is of great help. Dr. Suker just now said 




















Fig. 8. The posterior surface of the crystalline lens 
comes in contact with the posterior surface of the 
cornea, 


that Fisher has been talking kitten’s eyes for so many 
years that his kittens must be cats by this time. 

It certainly is a fine thing. I think practice on 
pigs’ eyes and sheep’s eyes is practically worthless. 
They are so unlike the human eye that you can gain 
very little from them. In the kitten’s eye you have a 
very close approach to the human eye and certainly 
the best thing we can get. I am glad Dr. Fisher has 
brought it to our attention once again. I do not see 
why it is not universally used in teaching institutions. 
As I understand it, it is not. 

A skilled assistant is certainly of great aid in catar- 
act extraction, but I imagine that half of the extrac- 
tions performed in this state are performed either 
without skilled assistants or without assistants at all. 

There are only a few hospitals where skillful eye 
assistance is available and it appears that this condi- 
tion is not going to improve. The average interne is 
not interested in eye surgery and he has little oppor- 
tunity to develop any skill in assisting in operations 
on the eye. 

Perhaps closer cooperation on the part of the doc- 
tors, so that they might assist each other, or a con- 
centration of work in hospitals showing some inclin- 
ation to properly take care of eye surgery will help, 
but I imagine most of us will have to perform our 
work in hospitals where we will have to operate almost 
without assistance, and it is probably better to cut our 
garment according to the cloth and develop a tech- 
nique that is a sort of one-man operation than to try 
and drag in some unwilling assistant who may bungle 
the job. 

The question of anesthesia that Dr. Fisher brought 
up is a most important one. I don’t think you can get 
a dependable anesthesia by instillations in the eye. I 
think the anesthetic has to be injected sub-conjunc- 
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tivally if you expect to anesthetize the iris, and cer- 
tainly traction on an iris that is not anesthetized is 
the cause of a lot of trouble. 

I have had no experience in the use of cocaine oint- 
ment, hence I am not in a position to criticize it in- 
telligently. It may be good practice, but it sounds like 
it would be bad physics to put an ointment in the eye 
a few minutes before you are going to put in the solu- 
tion. It would appear to me it would interfere with 
the action of the solution. It may be you get enough 
anesthesia from the ointment so that you don’t need the 
solution. 

Vitreous loss is the bug-bear of cataract extraction. 
That is the thing everybody fears and the thing we 
would do anything in the world to prevent. 

The use of the double-lid hooks will do more to 
prevent it than anything else. I think they should be 
substituted for the speculum in every case where you 
can have a skilled assistant. If you can’t have such 
an assistant, it is better to stick to the speculum with 
all of its faults. 

I understand that Major Smith introduced or at 
least popularized the use of the single-lid hook, but it 
seems to me it doesn’t compare with the double-lid 
hook, and I think Dr, Fisher has done a great deal 
for ophthalmology in inventing and introducing this 
hook. 

Medical science is prolonging the average life by 
several years, which means that we will have more 
old men, and we will have more cataracts because 
science has not kept the lens clear. Economic pressure 
makes it necessary for more old men to work now 
than in former years, and it will be a great difficulty 
for these men to take from a few months to several 
years for the lens to ripen, because they have to con- 
tinue at work. Hence, it seems to me that there will 
be no question but what there will be a demand for 























Fig. 9. Represents the last period of rotation. 


more intracapsular operations in the future than 
there has been in the past. 

It will be necessary to perform some sort of opera- 
tion on the immature lens, and I think it is timely to 
call attention to the things that safeguard the extrac- 
tion of the immature lens. The use of the lid hooks 
and the use of the needle, I think, do this to a greater 
extent than anything else. The lid hooks keep pressure 





off of the globe and the needle at hand gives the opera- 
tor a feeling of confidence in the first place, which 
must be reflected in his work and, in the second place, 
it removes the necessity of using too much pressure 
to extract the lens. If it doesn’t come out with a little 
pressure, you stick the needle in and lift it out. 

Dr. H. E. Middleton, Alton: I would like to ask 




















Fig. 10. Withdrawing the instrument from the eye 
the cataract is removed completely. 


Dr. Fisher if he has ever observed any accidents after 
the use of morphin hypodermically? I observed in the 
last few months a case of choroidal hemorrhage fol- 
lowing an emesis from morphin given hypodermically. 

Dr. D. D. Barr, Taylorville: I would like to ask 
a couple of questions. One is about the use of butyn. 
I read a report or two some time back. Dr. Gradle 
made one report, and I read some others on the use 
ef butyn in such cases. 

I also would like to have the doctor explain just 
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Fig. 11. In terminating the extraction the pupil is 
black, central and round. 











what he does after a choroidal hemorrhage, whether 
he did an exenteration or what treatment he did. 

Dr. H. W. Woodruff, Joliet: It is not possible to 
resist the temptation to go back and tell you about the 
time that Dr, Fisher returned from his first trip to 
India. Smith advocates the use of one drop of a two 
per cent. solution of cocain. Am I correct? 

Dr. Fisher: A few drops at one time. 

Dr. Woodruff: So when Dr. Fisher returned we 
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had some cataract cases for him to operate upon. We 
were anxious to follow the exact technique which in- 
cluded this anesthesia. Now he didn’t get along very 
well with that anesthesia. 

You see now to what extreme he has gone to secure 
anesthesia. Only a very short time ago he was in- 
jecting the lids with novocain. I was surprised to 
learn since coming down here that he was no longer 
injecting the lids to prevent the patients squeezing the 
lids. All of these things simply go to show that Dr. 
Fisher has not been completely satisfied with any of 
his methods that he has been using during all these 
years. 

If you could control or your assistant could control 
these lids perfectly, there would be no necessity for 
injecting them, I don’t know just what happened to 
him that he has dropped that method of controlling 
the lids, the injection of novocain. 

It should by this time not be necessary to emphasize 
the fact that infected eyes can be saved; that is, in- 





Fig. 12. 


Fisher's Needle. 
moving the lens when it refuses to be born, or when a 
slight loss of vitreous has preceded lens delivery. 


Fisher’s method of re- 


fection following a cataract operation. I reported in 
1914 five cases of infection which were saved by the 
deep injection of a solution of cyanide of mercury. 

Now, if you are absolutely certain that you are proof 
against having an infection, pay no attention to what 
I am saying. But if there is any doubt in your mind 
about that——that is, if you fear that you may have 
an infection—then don’t wait for eight days before 
looking at the eye. This has happened to more than 
one operator, that the patient went along without any 
pain at all, without any complaints whatever, and, 
when the bandage was removed, the entire cornea had 
sloughed away. So that I myself do not feel quite 
secure without examining that eye. 

But I dislike the term “meddlesome surgery” or 
“fooling with the eye,” because I feel that if I am 
competent to operate on the patient’s eye, I am com- 
petent to look at it, and I usually perform operations 
that are of such a character that I rather like to 
look at the eye. 

The fact remains that those eyes can be saved if 
the injection can be used early enough. Now, it mat- 
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ters not whether the infection is in the wound or 
whether it is in the anterior chamber. Any infection 
in the anterior part of the eye and the deeper infec- 
tions probably come from within anyway. That is they 
are endogenous infections. But all of these anterior 
infections with possibly the exception of diabetic cases 
can be saved by subcapsular injections made very early. 

Dr. Austin A, Hayden, Chicago: I want to sp2ak 
for just a moment on the subject of endogenous in- 
fections complicating cataract extraction. 

I have seen eyes from which cataracts have been 
removed that did not clear up very quickly, and with 
the administration of a foreign protein, three minutes’ 
boiled milk, I have seen those clear up very quickly. 
I have also seen some that did not clear up very 
rapidly and that did not clear up until the teeth, the 














Fig. 13. Verhoeff and. Torok compress the cornea 
like Smith with the least pressure and at the same 
time withdraw the cataract with a pincette. 


tonsils and the sinuses were carefully looked at and 
received adequate and proper treatment. 

Now nothing has been said or very little has been 
said by the ophthalmologists throughout the country 
of the possibility of looking after these foci before 
any operation is done. It seems to me that a very 
important question is being overlooked in that respect. 

Cataract extraction is hardly ever an emergency 
operation. It is most always something that can be 
done within-a few weeks quite as well as it. can within 
a few hours. or within a few days, and, in view of the 
importance of these endogenous infections, it* seems 
to me that that is something that is overlooked very 
frequently. 

Dr. Fisher, in response: I fee] encouraged to think 
that six gentlemen have discussed this paper and only 
one of them has mentioned vitreous. The greatest 
bug-bear to a cataract operation up until now ‘has, 
seemingly, been the loss of: vitreous. 

Ten years ago I read a similar paper and the mem- 
bers were at that time worrying about vitreous loss, 
but vitreous has been lost entirely.in this discussion, 
except by one member. 

It is difficult to operate in strange general hospitals, 
but*this can be overcome. 

It. is not difficult to train a nurse to make afar 
better assistant; than your associate. My experience has 
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been that, when a doctor holds the lids, he is far more 
interested in the operation than in the lids, and 
naturally so, but the nurse is not interested at all 
except in holding the lids from the eye. I don’t use 
cocain ointment for anesthesia in cataract operations, 
but for preparations I use euphthalmin and cocain 5 
per cent. each in ointment. 

One of the gentlemen asked about morphin. Mor- 
phin is not good to give at any time, but in a nervous 
patient I prefer morphin, but not until they demon- 
strate nervousness on the operating table even after 
euphthalmin and cocain has been used for 45 minutes. 
If they are nervous and excited, it is advisable to wait 
24 hours and then give %4 grain morphin hypoder- 
matically 45 minutes before the operation, but I don’t 
like to give morphin before cataract operations. 

I have not used butyn in cataract operations be- 
cause complete anesthesia usually can be obtained with 
cocain. 

Dr. Suker’s idea of a full iridectomy is perfectly 
proper, as he says, for those with little experience. 

I referred to milk in my paper. But as to the teeth, 
tonsils, sinuses, etc, very many patients come long 
distances and it would be a very great hardship to 
many to have their teeth extracted or to have the 
surgical work done that Dr. Hayden refers to. 

In India, according to Dr. Holland, there are five 
dentists for five million people in his territory. The 
poor people in India have practically no dentists and 
I have seen more infection at home than in India. 
Focal infection may be over-estimated in cataract work, 
but I do believe if one is going to attend to the teeth, 
he should wait until the gums heal or one is liable to 
cdo more harm than good. If the patient can wait six 
weeks there is no objection to it. 

I have abandoned injecting novocain in the lids be- 
cause it causes more pain than the operation and often 
makes a nervous patient when without it he would be 
quiet. 





THE WASSERMANN TEST 


Maurice B. Wotrr, M. D. 
CHICAGO 


The Wassermann test possesses enormous value 
in the diagnosis of syphilis and as a serologic 
guide to its treatment. Owing to the impor- 
tance of syphilis to the individual and to the 
community, standardization of the test is par- 
ticularly desirable in order to increase its deli- 
cacy, uniformity and reliability. The employ- 
ment of different methods by various laboratory 
workers has led to a more or less wide variation 
in the results and occasional confusion in regard 
to the actual value and stability of the test, all 
of which points to the importance of the demand 
for a standard method. It is not an uncommon 
experience to note discrepancies in the results of 


144 


a Wassermann reaction with the same blood 
serum in different laboratories. All serologists 
must agree that a certain percentage of discrep- 
ancies must be expected with the use of different 
systems, and particularly with the use of differ- 
ent antigens, even granting that all the tests were 
conducted with careful attention to detail. Ow- 
ing to the fact that the Wassermann is not 
strictly biologically specific and that the tech- 
nique requires the use of several biological 
reagents of varying properties, the test is subject 
to errors in both a positive and negative way, 
unless carefully and intelligently understood 
and conducted. 

Dr. John A. Kolmer of Philadelphia has done 
an enormous amount of investigation of the Was- 
sermann test during the past few years, leading 
up to a standard method which he has proposed 
and which has proven most satisfactory to a large 
number of serologists throughout the country. Af- 
ter a year’s checking up with the Kolmer method, 
parallel with the usual technique, it is found to be 
a more sensitive reaction, giving uniform results 
and simplified quantitative readings. 

Kolmer divides the sources of errors in the Was- 
sermann test into two divisions, (a) avoidable 
and (b) unavoidable. By unavoidable he refers 
to that change occurring in the blood of diseases 
other than syphilis, which may give positive reac- 
tions. During the early days of the Wassermann, 
several diseases were so considered, but the latest 
opinions give only two such conditions (yaws and 
leprosy) as consistently giving positive reactions. 
The avoidable errors exist in the handling of the 
blood specimen, the biologic nature of the rea- 
gents used, particularly the antigens, and to care- 
less or faulty technique. 

A standardized method aims to detect and 
avoid all avoidable errors. Although it cannot 
account for the personal equation, beyond rath g 
the test as clear and simple as possible. The 
technique which Kolmer has perfected and ad- 
vised tends to be an accurate quantitative method, 
very sensitive, but not over so, with a systematic 
quantitative reading which is easily interpreted. 
This method fulfills all the requirements which 
Kolmer gives as being essential for a standard 
Wassermann. ‘These requirements are six in 
number. 

1. Practical specificity; towards avoiding all 
avoidable errors. 

2. Sensitiveness; a technique that shall be able 
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to detect latent as well as active syphilis, with- 
out giving a false positive reaction. 

3. Uniformity; a method that will give uni- 
form results in the same or different labora- 
tories. 

4. Quantitative ; a method that shall be able to 
really measure the degree of positiveness, thus 
doing away to a large degree with the personal el- 
ement and giving an accurate guide, both diag- 
nostic and therepeutic. 

5. Simplicity; it tends to greater accuracy. 
The Wassermann, whereas, it appears very com- 
plicated to the inexperienced, is perfectly clear 
to the experienced serologist and simplicity should 
not be sought for at the expense of accuracy. 

6. Economy; it is of importance in doing a 
large number of tests, so that routine examina- 
tions can be made possible on all classes of pa- 
tients. 

Handling of blood specimens to avoid all avoid- 
able errors; some serologists claim that the blood 
serum of non-luetic individuals taken during 
jaundice, diabetes mellitus, febrile periods of 
several diseases, including pneumonia, may give 
falsely positive reactions, but these are really 
very rare and largely preventable by technical 
details, especially. against anti-complementary 
reactions. Blood taken during or soon after an 
alcoholic debauch may give false reactions. Also, 
blood taken within a hour after a meal may give 
a chylous, milky serum which may make the re- 
action diffieult to read closely or prove anti-com- 
plementary. These things are worthy of atten- 
tion and thought and should be avoided whenever 
possible, but they do not directly concern the 
test as much as the following items. 

Blood should be taken aseptically and placed 
in a bacteriologically sterile and chemically free, 
dry glass container, tube or vial. The tube or 
vial should be as nearly as possible completely 
filled, especially when mailing the specimen, to 
reduce the amount of agitation and consequent 
hemolysis, as an excess of hemoglobin in the 
serum tends to make it anticomplementary. From 
a laboratory standpoint it is better to leave the 
serum on the clot and keep on ice until ready for 
use. All other progé@ures for avoiding anti-com- 
plementary and false reactions are distinctly lab- 
oratory and #echnical procedures. 

The Kolmer Standardized Methed; the quan- 
titative element of this method is based on a sys- 
tem of accurately measured serum, Gilutions. 
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Also, one antigen only is used, as the use of sev- 
eral antigens in the same test only tends to 
confuse, since the antigens are of different sensi- 
tiveness, and such a procedure is therefore work- 
ing away from the ideal of a standard method. 

The Kolmer antigen is a mixture of powdered 
extracts of several beef or human hearts. Hemo- 
lytic and anticomplementary activities are largely 
removed by primary ether and alcohol extractions. 
The antigenic properties are recovered by precip- 
itation with acetone and returned to a secondary 
alcoholic extract with the addition of 0.2% chol- 
esterol. This produces an antigen which is uni- 
form, highly antigenic and but very slightly hem- 
olytic or anticomplementary. At least ten units 
of this antigen may be used with a standardized 
technique and this amount is ten to fifty times 
less than the anticomplementary or hemolytic 
unit and gives a highly sensitive test without 
the dangers of non-specific reactions. 

The quantitative element is based upon serum 
dilutions. With the five dilutions used, there is 
present a maximum amount of serum large 
enough to pick up the smallest amount of anti- 
body (reagin) and avoid anticomplementary re- 
actions. There is also a smallest amount present 
to give less than a 100% positive. Between is a 
range of accurately measured dilutions. There 
is a sixth or control tube which contains the same 
amount of serum as the first, or maximum, 
amount. This method makes the text both qual- 
itative and quantitative. The dilutions used are 
given below in examples of readings. There is 
also a definite set of dilutions for spinal fluids. 
By this quantitative method the degree of posi- 
tiveness is recorded for each amount of serum 
dilution used. The usual method of reading is 
observed as 100%, 75%, 50%, 25% positive and 
negative, thereby giving a two way quantitative 
test employing five dilutions with a scale of five 
readings on each. The test itself is done with a 
primary ice box incubation of 18 hours, followed 
by 10 minutes at 37°C, and a secondggy incuba- 
tion at 37°C. for two hours. 


Following are examples of readings: 


Tube 

1. serum 0.lcc positive, 100% 
2. serum 0.02cc positive, 100% 
3. serum 0.004cc positive, 75% 
4. serum 0.002cc positive, 50% 4. positive, 25% 
5. serum 0.001cc positive, 25% 5. negative, 


The three readings above given would be ex- 
pressed in the Kolmer method as follows: 
First—44321. 


1. positive, 75% 
2. positive, 50% 
8. positive, 25% 


1. negative 
2. negative 
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Second—32110. 
Third—00000. 


The strongest positive would read, 44444 and 
complete negative 00000. Between is an accurate 
series of reading as previously described. 

The interpretation of the readings is as fol- 
lows: 

100% positive: when positive reaction occurs 
in any degree in all of the first four or five tubes. 
+++-+0 or 
bet 

75% positive: when positive reactions occur 
in any degree in the first three tubes. +-+-+00 

50% positives: when the reaction is positive 
in any degree in the first two tubes. +-+000 

25% positive: when the reaction is positive 
in any degree in the first tube only, the one with 
the largest sum of serum. +0000 

Negative: when the reaction is negative in all 
of the five tubes. 00000 

This standardized method, when intelligently 
conducted and interpreted, gives an accurate 
reading, both qualitative and quantitative. Many 
laboratories have accepted this method as a stan- 
dard, and the reports from these laboratories, 
where inter-checking on serums has been done, 
show the results to be perfectly uniform, thereby 
putting the Wassermann on a firmer basis and 
giving it its real importance both as a diagnostic 
procedure and as a therapeutic check in the han- 
dling of luetic cases. It also makes an intelligent 
reason for routine examinations, as it practically 
does away with false and anticomplementary re- 
actions. 

29 East Madison St. 





CONVALESCENCE FROM DISEASES OF 
CHILDHOOD 


MaxweEtt P. Borovsxy, M. D., 


Instructor of Pediatrics, University of Illinois Medical School. 
Attending Pediatrician, North Chicago Hospital. 


CHICAGO 


Convalescence is a phase of medicine that has 
been generally neglected until a few years ago. 
The neglect of this extremely important branch 
of medicine, which constitutes the transition 
stage between sickness and health, is most evi- 
dent from the statement made by Bryant that 
up to 1920 only 92 articles were listed under the 
general title of convalescence in the Index Med- 
icus. 
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Bryant, in his chronological review of the sub- 
ject, states that although Hippocrates and his 
successors observed the importance of convales- 
cence, it was not until the seventeenth century 
that any hospital took heed of the warning of 
the founders of medicine and made special pro- 
vision for the care of convalescent patients. Now 
there is hardly a medical center of any conse- 
quence that does not have its associated convales- 
cent accommodations. 

Brush makes a very stimulating and worthy 
appeal for the consideration of convalescence. He 
states that patients are regularly discharged from 
the hospital too soon. Hospital efficiency is also 
greatly increased through the- prevention of re- 
lapses and recurrences. According to Brush, a 
day’s care in an average hospital costs four to 
five dollars, while that in a convalescent home 
costs only seventy-five cents. A convalescent 
home has modest requirements and building cost 
is one-third to one-half as much per bed as that 
of hospitals. Figuring twelve to fifteen patients 
per bed yearly it costs five to six hundred dol- 
lars per patient. 

Convalescent homes, Brush says, now admit 
cardiac cases, convalescent pneumonias, latent tu- 
berculosis, short term orthopedics, chorea, mild 
nervous cases, surgical dressing cases, malnutri- 
tion and various subnormal and retarded chil- 
dren. 

It is my intention to review here some of the 
important medical and sociological problems that 
arise in connection with convalescence from va- 
rious diseases in childhood. 

Heart Disease: Children with heart disease 
constitute the largest number of medical con- 
valescents. This subject is of vital importance 
because of the careful watching necessary to fore- 
stall future serious damage to the vascular sys- 
tem. It carries with it the possibilities of rea- 
sonably normal activity in later years or of 
chronic invalidism. 

Convalescence begins immediately upon the re- 
cession of an acute attack of endocarditis. The 
first consideration is to prohibit a too early rise 
from bed. Clinicians agree on the importance of 
rest in the treatment of heart conditions. At 
first complete rest is necessary, later, as the heart 
returns to its normal size, exercise should be be- 
gun gradually. The determining factors on the 
length of stay in bed are the size of the heart, 
the presence or absence of murmurs, and the 
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general condition of the patient. Judgment 
must be used in these cases as to whether or not 
more strain is brought on the heart by the fret- 
ting and irritability on being kept flat in bed 
than if the patient is allowed to sit up in bed and 
play with toys. Very weak patients should not 
be permitted to feed themselves. 

Levinson divides cardiacs from the standpoint 
of convalescence into three groups. Group 1 in- 
cludes those children who have recovered suffi- 
ciently to be up and about and to indulge in some 
exercise without detriment to the heart condition. 
Group 2 includes children who are permitted to 
be up and about part of the day and must re- 
main in bed the rest of the time. Group 3 in- 
cludes the totally incapacitated ones that must 
remain in bed for the rest of their lives. 

For greatly accelerated heart action and pre- 
cordial pain the ice bag is useful. Tepid baths 
are quieting and sedative to tlfe rapid acting 
heart. For great restlessness, codein, and in 
older children, morphin, are valuable for the re- 
quired rest and beneficial sleep. Digitalis is very 
valuable in valvular lesions with failure of com- 
pensation. 

The bed-sentence may be determined by the 
reaction of the heart to graduated exercise. Wil- 
son records the circulatory reactions to gradu- 
ated exercise in normal children, which she 
claims gives us a guide and a few general rules 
in the determination of circulatory resistance to 
exercise in the cardiac case. An allowance should 
be made for the element of error in the judgment 
of a child as to his fatigue following exercise. 
The test exercise consists of swinging dumb-bells, 
after which the pulse rate and blood pressure are 
recorded 

Wilson concludes that the pulse-rate is of no 
value in the determination of exercise tolerance, 
because in her series of cases the pulse reached 
normal within two minutes in spite of symptoms 
of marked dyspnea and fatigue. The blood- 
pressure determinations revealed some important 
facts. The rise in blood-pressure varied from 2 
to 55 mm., with a characteristic curve consist- 
ing of a delayed rise and a prolonged fall. The 
maximum rise occurred in 50 to 70 seconds and 
fell slowly to the pre-exercise level in three to 
five minutes. The delayed rise of systolic pres- 
sure after work indicates that the reserve force 
of the heart has been overtaxed. After training, 
these children were able to perform a greater 
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amount of exercise without showing this type 
of blood-pressure reaction. Children who sub- 
sequently became ill showed just before their ill- 
ness and later, in their convalescence, a delayed 
rise of blood-pressure, dyspnea and fatigue after 
a moderate exercise which previously had been 
performed without such reactions. 

Seham and Seham were unable to confirm a 
delayed rise of blood-pressure following exercise. 
These observers note that collapse following exer- 
cise is preceded by a sudden drop in blood-pres- 
sure, the drop preceding nausea by from ten to 
fifty seconds. The drop of the pulse rate in col- 
lapse was not so striking as that of the blood- 
pressure. ‘They found also that the circulatory 
reactions following exercise are practically the 
same in normal children as in children with 
tuberculosis and valvular heart-disease. They con- 
clude that the tests in use today have no practi- 
cal value in diagnosing myocardial competency. 

Propst was unable to confirm the findings of 
Brittingham and White relative to the delayed 
rise and prolonged fall of the systolic blood- 
pressure following exercise in adult cardiac cases. 
He found that only three per cent. of his cases 
reacted in the manner described by these observ- 
ers. In his opinion the pulse rate determina- 
tion is more constant and more important as a 
cardiac efficiency test. 

During the first year or two after an acute 
endocarditis, exercise should be permitted only 
with careful supervision and the whole life should 
he planned so as to save the heart. 

Levinson gives the following as routine instruc- 
tions : 

General diet, including meat and eggs. 

No limitation of fluid, unless so instructed. 

No climbing of stairs, no running or jumping. 

Exercise to be prescribed by physician. 

Rest in bed two or three hours a day, prefer- 
ably in the afternoon. 

Examination of urine once a month. 

Re-examination of patient once every two 
months. 

Measurement of twenty-four hour urine two 
days a week. 

Immediate report of the following conditions : 

(a) Pain in chest. 

(b) Difficulty in breathing. 

(c) Blueness of lips. 

(d’) Swelling of face and legs. 

(e) Decrease in amount of urine (less than 
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twelve ounces in twenty-four hours for child be- 
low six years of age, and less than sixteen ounces 
between eight and twelve years of age). 

The removal of focal infections, namely, the 
removal of tonsils, extraction and repair of dis- 
eased teeth and care of diseased sinuses are very 
important. Colds and rheumatic attacks should 
be watched for. A rheumatic attack should re- 
ceive very early and careful treatment to prevent 
any further damage to the heart. Nutrition must 
be kept up with nourishing and palatable foods. 

Nephritis: Recovery from nephritis is usually 
a long drawn-out affair. It might be said that 
a nephritic is convalescent all of his life sub- 
sequent to an attack of acute nephritis. One 
of the severest forms of acute nephritis that lends 
itself to cure rather freely and which seldom 
develops into a chronic nephritis is the post-scar- 
latinal form. The nephritis is usually of the 
hemorrhagic type and even in the presence of 
marked edema, the patient usually responds very 
nicely to treatment. 

Once a nephritis has been established the pa- 
tient should have frequent urinary examinations 
and checking up of the circulatory system. In 
mild cases of acute nephritis, the urine should be 
entirely normal before the child is permitted to 
be up and about. Treatment during the conva- 
lescence from nephritis consists of frequent regu- 
lar examinations of the heart, and of the urine 
in addition to regulation of diet. 

Kidney complications must be sought for in 
every acute infectious disease, even in a simple 
acute pharyngitis. The latter condition may 
have a retarded convalescence, due to nephritis, 
especially if the patient is allowed out of bed 
too early. Examination should be made of the 
morning specimen and also of an exercise speci- 
men to rule out an orthostatic albuminuria. 

To prevent exacerbations in a case of chronic 
nephritis, all foci of infections, particularly in 
the teeth and tonsils, should be removed. Upper 
respiratory tract infections are particularly se- 
rious in the presence of impaired kidney function 
and should be guarded against very carefully. 
Drafts and chilling should be avoided. 

During the convalescence from nephritis, kid- 
ney function tests are important. There are 
several of these with the use of dyes, urea, etc. 
One of the simplest and most practical is the 
“two hour” renal test of Mosenthal, which con- 
sists of measurement, of specific gravity, salt, ni- 








148 ILLINOIS MEDICAL JOURNAL 


trogen and the excretion of water in two hour 
periods during the day and twelve hour night 
period. The patient is given a full diet contain- 
ing a large amount of protein. Normally, there 
should be a variation of eight or more points in 
specific gravity between the morning and night 
urine and the night excretion should not exceed 
500 ce. 

A simpler test is that of Volhard, which con- 
sists of keeping the patient in bed and giving 
him, after emptying the bladder, a measured 
amount of water. The urine is collected at regu- 
lar intervals and examined as to volume and spe- 
cific gravity. ‘ 

The phenolsulphophtalein test, which deter- 
mines the elimination of the kidneys by the ra- 
pidity with which they excrete the dye, is not as 
accurate nor as simple as the above. 

Blood-chemistry furnishes important informa- 
ton as to renal efficiency. Substances, the deter- 
mination of which are important, are non-pro- 
tein nitrogen, urea, creatinin, uric acid, chlorides 
and cholesterol. 

The diet of a nephritic should contain no high- 
ly seasoned foods. Water should be furnished 
freely, being contraindicated only in case of car- 
diac decompensation. The diet should contain a 
liberal amount of protein, 0.5 gm. per kg. of body 
weight. 

Pneumonia: A case of pneumonia enters the 
stage of convalescence upon the advent of the 
crisis or when the temperature has returned to 
normal by lysis. The stage of convalescence is im- 
portant from the standpoint of complications and 
the return to a normal physical condition. 

A rise of temperature after a return to nor- 
mal should cause one to look for an empyema, 
which is a relatively frequent complication. Sta- 
tistics vary as to the frequency of this condition. 
Morgan in Abt’s System of Pediatrics gives the 
average of 8% in cases of lobar pneumonia and 
5% in bronchopneumonia. The rise of temper- 
ature after pneumonia may be due to otitis me- 
dia, which is encountered in 17% of cases of 
pneumonia. 

Brooks, in his experience with pneumonia in 
the army, learned that soldiers could do no work 
safely for six weeks after an uncomplicated 
pneumonia, and were unable to take on full line 
of duty in less than three months after they had 
ceased to be bed patients. These principles we 
believe should be applied to children as well. Pa- 
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tients should be kept in bed two weeks after the 
temperature becomes normal. Dismissal from 
bed should be preceded by several days of 
sitting up in bed and the reaction of the 
circulation noted for increase in pulse rate, 
dyspnea, giddiness and cyanosis. Exercise should 
be permitted slowly but gradually. 

Pericarditis should be looked for in left side 
pneumonias, with resulting empyema. Thomas 
and O’Hara report a case of pneumococcus type 
I vegetative endocarditis following lobar pneu- 
monia, and they believe that type I is mainly re- 
sponsible for pneumococcus endocarditis. Endo- 
carditis is a very important complication to rec- 
ognize, for the oversight of this condition may 
lead to very serious damage to the heart muscle. 
Digitalis may be necessary in selected cases, but 
the best treatment for this type of case is an 
extension of the rest-in-bed period. The heart 
involvement may be in the form of myocarditis 
without definite murmurs, but merely an enfee- 
blement of the heart tones, or there may be no 
manifest change in the tones. This should be 
borne in mind in the dismissal of every case of 
pneumonia, and discharge from bed should be 
delayed rather than take a chance on doing per- 
manent damage to the myocardium. 

Acute nephritis and pyelitis may follow in the 
wake of pneumonia. Nephritis is often due 
to too early activity in an incompletely resolved 
pneumonia. A trace of albumin calls for care- 
ful instruction as to diet and repeated urine 
examinations. 

No tonics need be given to stimulate the appe- 
tite, for in the absence of complications, the ap- 
petite will return naturally. 

X-ray examination of the chests in children 
who fail to recover completely following pneu- 
monia is extremely important. Unresolved pneu- 
monia, empyema, thickened pleura, lung abscess 
or bronchiectasis will be detected by this proce- 
dure. 

Chorea: Convalescence from chorea is impor- 
tant with reference to the heart. Cardiac mani- 
festations are present in almost every case, vary- 
ing from simple irregularities to loud blowing 
murmurs. It is from the standpoint of second- 
ary endocarditis that cases of chorea should be 
watched at repeated intervals. Rest should be 
prolonged. 

Focal infections should be removed during con- 
valescence, Removal of these during the acute 
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stage makes an exacerbation possible with spread 
of infection throughout the body. With subsi- 
dence of the acute nervous manifestations, how- 
ever, the foci of infection may be removed with 
impunity. Upon the development of the slight- 
est twitching of any muscles the patient should 
be confined to bed and treated with salicylates 
to prevent a further aggravation of the condition. 

Rheumatism: During convalescence from 
rheumatism, joint pains should be watched for 
and upon their development, the patient should 
be put to bed and treated with salicylates. Any 
acute infection, particularly tonsilitis, requires 
careful treatment to prevent secondary joint 
involvement, which carries with it the great pos- 
sibility of damage to the heart. 

Diphtheria: In diphtheria, pathologic changes 
occur throughout the body, particularly in highly 
specialized tissues, such as the heart, kidneys, 
nerve, muscle and liver. 

The heart is the seat of the most frequent and 
serious attack by the diphtheria toxin. The car- 
diac changes are usually manifested during con- 
valescence, though they may become apparent 
during the course of the acute infection. The ulti- 
mate result of myocardial involvement depends 
on how badly the cardiac mechanism is disturbed. 

The development of myocarditis in diphtheria 
is largely dependent on the protection the heart 
receives during the course of the disease and dur- 
ing convalescence. The mere suggestion of a 
cardiac murmur should call for prolonged and 
supervised rest. Complaints of dyspnea, precor- 
dial pain or pain referable to the upper abdomen, 
cough or weakness, should direct one’s attention 
to the cardio-vascular system. 

On examination of a case developing myocar- 
ditis ,the pulse is found to be slow, often as low 
as forty, the cardiac impulse and tones are weak, 
the heart borders are slightly increased, and there 
may be varying degrees of murmurs, with accent- 
uation of the second pulmonic sound. The pulse 
is irregular and weak. 

McCulloch recommends the use of the electro- 
cardiograph for detection of cardiac changes in 
diphtheria. He found that the electrocardio- 
graphic study aided materially in detecting 
cardiac complications. Cardiac supervision is 
particularly important in the cases that receive 
antitoxin late in the disease, or in cases that have 
received an insufficient amount of antitoxin. 
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Heart complications may appear in a case that 
appears to be mild. 

Diphtheritiec paralysis is the most frequent va- 
riety of multiple neuritis in children. The fre- 
quency of this condition is variously estimate as 
5 to 20 per cent. Paralysis is more likely to 
be encountered in severe than in mild cases. 
Paralysis occurs usually about four or five weeks 
after the throat has cleared up, occasionally dur- 
ing the second week. The most frequent variety 
is paralysis of the soft palate, characterized by 
regurgitation of food through the nose, nasal 
twang to the voice and inability of the palate to 
move in deglutition and speech. 

Paralysis of the eye muscles is next in fre- 
quency. This is characterized by strabismus, and 
reaction of the pupils to light, but not to accom- 
modation. Involvement of the muscles of the 
extremities is frequent and is characterized by 
the development of flaccid paralysis with loss of 
reflexes. 

Diphtheria antitoxin is useless in this condi- 
tion. The damage to the tissues has already been 
done and the restoration is not aided by the ad- 
ministration of antitoxin. Fortunately, unless 
they involve the diaphragm, these paralyses are 
not of a serious nature and recovery is spontane- 
ous in the course of a few months if the general 
nutrition is maintained. Sunshines hastens the 
recovery. In paralysis of the palate, feeding by 
gavage is very often necessary. 

Repeated examination of the urine during and 
several weeks following an acute attack of diph- 
theria is warranted because of the frequency of 
a toxic nephritis. 

Poliomyelitis: Rest of the affected muscles in 
such a position as to prevent contractures is the 
first consideration during and immediately fol- 
lowing the acute stage of poliomyelitis. The use 
of sand-bags, the application of casts, splints and 
bandages are all used to prevent as much as 
possible the development of deformities. 

After the muscle pain has subsided, massage 
and electrical stimulation of the affected muscles 
should be begun. With efficient massage, hydro- 
therapeutic measures and electrical stimulation, 
muscles that seemed beyond recall may often be 
returned to their norma] function. 

The general condition of the patient must be 
maintained by nutritious food, sunlight and ton- 
ics, of which strychnine is of value. Where there 


is complete loss of power of certain groups of 
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muscles, the restoration of muscle balance by 
tendon transplantation is valuable. Where there 
is loss of muscle power in the vicinity of a joint, 
function may be increased considerably by mak- 
ing an artificial joint. Industrial school train- 
ing for permanently deformed children is of 
great value, from an instructive and commercial 
viewpoint. 

Scarlet Fever: Repeated examination of the 
urine during the febrile period and during con- 
valescence is essential. Scarlatinal nephritis is 
most often of the hemorrhagic type, although 
simple albuminuria is not uncommon. The type 
and of kidney involvement depends 
greatly on the character of the epidemic, for the 
complications of scarlet fever have seasonal varia- 
tions. The prognosis in scarlatinal nephritis is 
often good, even in cases with marked edema. 
The pulse rate, heart tones, and the area of 
cardiac dullness must be observed at frequent 
intervals, and if a heart complication is at all 
suspected the period of rest in bed should be 
prolonged. 

During convalescence from scarlet fever, dis- 
charges from the ears, nose and suppurating 
glands should be properly cared for and quar- 
antine maintained until such discharges 
ceased. 


severity 


have 
Chilling, especially of the abdomen, 
should be cautiously guarded against. 

Which diet to give in scarlet fever is a mooted 
question. Formerly a milk diet, especially dur- 
ing the first week, was considered absolutely 
More recently, the diet of choice is 
considered to be one consisting of cereals, vege- 
tables and vegetable soups, meat gravy, fresh and 
cooked fruits, and milk rather sparingly. 


necessary. 


Pertussis: Convalescence from pertussis is very 
often long drawn out. The acute stage and the 
convalescent stage have both been very materially 
shortened by the use of the vaccine, especially if 
it is administered early in the course of the 
disease, and in large enough doses. X-ray has 
also been credited with shortening the disease. 

Cough will often persist weeks after the char- 
acteristic whoop and vomiting has ceased. This 
cough is usually due to enlarged bronchial glands 
or to the development of a chronic bronchitis. A 
very important consideration in post-pertussis 
coughs is to determine whether or not a tubercu- 
lous focus has been lighted up. The Von Pirquet 
test, x-ray examination of the chest and observa- 
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tion for afternoon rise of temperature are im- 
portant procedures. 

These patients, because of the anorexia and 
vomiting, should be given highly nutritious foods 
in small bulk and at frequent intervals. Fresh 
air is very important and if the weather permits, 
the patient should sleep in the open. 

Measles: Measles is the commonest of the 
infectious diseases of childhood and convalescence 
is uneventful, except in a small percentage of 
cases. 

The chest should be protected against draft and 
chills, because of the possibility of a secondar) 
bronchopneumonia. Fresh air, however, must not 
be excluded. The urine should be examined 
few times to rule out nephritis. 

A cough following measles bears watching. 
Although, in most of the cases the cough is due to 
sub-acute and chronic bronchitis, the possibility 
of tuberculosis of the bronchial glands or of the 
lungs must be considered, as in the case of per- 
tussis. 

310 S. Michigan Ave. 
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OF MEDICAL CHARITY* 


BreAKSTONE, B. 8., M. D. 


CHICAGO 
The great mass of people and even philan- 
thropists have paid very little attention to this 
subject. Yet, interwoven with this is the same 
economic problem of how people can take ad- 
vantage of others. The sad part of this is, how- 


ever, that it is not the poor who are taking 


Nadiihianiiiin address delivered at the Proletarian Forum, 
December 22, 1924. 
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advantage. At this most prosperous time of 
business in America, we seem to have more need 
for charity, especially medical charity than any 
other period in its history. Is it not surprising, 
therefore, that such a thing should exist? 

In 1922 thirty million people in the United 
States visited dispensaries’. Imagine, if you 
please, that this means one out of three of our 
population. We look at Europe and we think 
there is an awful lot of suffering over there, 
but I hardly think that even in Europe one out 
of three people apply for help. In Cook County 
alone in 1923, 200,000 people applied to the 
county agent for help and most of this is, of 
course, for medical charity?. This does not in- 
clude the many people who applied for charity 
to other organizations. 

Do not misunderstand me. I am in favor of 
charity—the real charity that comes from the 
heart, Now-a-days the word “charity” is used 
a great deal. You can more easily get money 
out of people than deeds for charity. About a 
year ago I had to advertise for some skin for a 
little boy who had burned both legs, and his legs 
were about to be amputated*. I tried to get some 
skin from some of my philanthropic friends, 
who gave thousands of dollars to various chari- 
table organizations each year, and I could not 
get one square inch. I needed over 20 square 
inches and I interested the Hearst papers, who 
played the thing up, and the next day I had 
more volunteers than I needed, and every one of 
these volunteers, both male and female, were 
wage earners. There was not one employer who 
volunteered to give even the smallest amount of 
skin, but they would give money. They will give 
money to get rid of you, and that proves that 
the charity that is given, especially that of a 
medical nature, is the morphine that the incom- 
petent doctor gives to the patient to relieve his 
pain and take his attention away from the real 
cause of that pain. It was never more true, 
therefore, that charity is the cloak of sin. 

We have in Chicago 110 hospitals for the sick. 
Only 38 of these are organized for profit. Do 
all the medical eleemosynary hospitals do real 
charity? They do not. It is only a scheme to 
get out of paying water taxes, income taxes, and 
all other kinds of taxes, and who has to pay the 
bill? We do. 

And then, there are the industrial insurance 
corporations. These are supposed to give the 
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working man treatment, and they are being 
paid to do it. You pay them. You pay them 
out of your earnings and you also pay them out 
of your taxes. You are entitled to be taken 
care of in a private hospital by your own phy- 
sician as if you hired him yourself, like any other 
free American citizen. Are you thus treated? 
Most of these corporations are not even incor- 
porated in this state and take advantage of the 
County Hospital and other charity hospitals, 
to whom they pay nothing. In other words, they 
are getting money from the employers and from 
you for insurance, and they have this done for 
nothing, and then they do not give you your 
compensation without a trial. If you do happen 
to go to a private hospital, they will not allow 
you to have your own doctor to take care of you. 
This is a free country and yet, they make you 
take whatever doctor they want. 

What kind of a doctor do they want? They 
want a doctor who will take care of you at 
the cheapest possible price and they do not 
care whether you get well or not. With them 
it is purely a financial arrangement. There 
is scarcely one corporation doctor who is a high 
class man. He could not work for the amount 
these insurance corporations are willing to pay, 
and they do not pay these doctors as much as 
the average laboring man gets. You can readily 
understand then, the kind of a doctor they do 
get. 

But aside from all this, these institutions that 
give charity claim it is for the poor working man. 
They do not want to make paupers out of them, 
so they charge a small fee. If it is really for 
the poor working man, why do they not keep 
their dispensaries open in the evenings, so that 
the poor working man would not have to lose 
a day from work, and why do they not keep open 
on Sundays and holidays? What kind of a 
charitable act is it if they make you quit a day’s 
work to have a finger dressed or to be examined 
for a cold or cough? And then you lay around 
there for three or four hours to get ten cents 
worth of incompetent attention—and they call 
that medical charity. If you will go into the 
average dispensary waiting room, you will always 
find a crowd sitting a great deal closer than we 
are here, and the room is ill ventilated. You 
come in contact with all kinds of diseases, and 
somehow or other these dispensaries get by, and 
people who are foolish enough to go there, waste 
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their time and come in contact with contagious 
diseases and lower their vitality in ill ventilated 
rooms to get a few minutes of incompetent medi- 
cal attention. Well, they get all that they pay 
for, and more. 

There is hardly a dispensary in the City of 
Chicago that is running legally. The ordinance 
states that no dispensary is allowed to charge 
more than 15 cents. Since the war, however, 
we have forgotten all about laws and ordinances, 
so we let things go as they choose, and the dis- 
pensaries are charging 50 cents, one dollar, and 
even more, for drugs and other things, although, 
to repeat, the Chicago ordinances say that they 
should not charge over 15 cents. 

The dispensary evil, however, is by far the 
lesser evil, because if the people choose to go 
there, let them go. They get nothing for their 
money and they lose a great deal of time, and 
what is worse, subject themselves to the investi- 
gation and visits to the house of young Social 
workers. Why they call them social workers I 
do not know, as they are far from sociable beings. 
Nevertheless, they send these young girls into 
a family to investigate all about their married 
life, and everything else of a private nature, and 
all of that for a dime’s worth of charity that they 
might give them. This, however, is as it should 
be, for in every medical charity you will find 
that everybody gets a salary. The scrubwoman, 
the social worker, the office help, errand boys, 
bell hops. Everybody gets paid, except those 
who do the real: work—the doctors. 

Doctors have not yet learned the value of their 
time, which by the way, is their only asset. A 
doctor, as soon as he gets a practice of his own, 
and knows how to keep his practice, does not 
go to the dispensary any more, because he has 
already had his experience on the poor pa- 
tients who frequent these places. If a doctor 
wants to try out anything new, the dispensary 
patient is the victim; or if he wants to improve 
his own technic, he experiments on them. 

The dispensaries say, “Why we have the biggest 
men in town on our staff.” I will say they have, 
but they do not go there and treat the patients. 
They have assistants who do that for them. If 
the patient is able to pay, however, that is where 
the big man comes in, and the assistant must 
refer the pay patient to the big man, or else 
lose his opportunity for experimentation. 
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I notice that the Central Free Dispensary of 
Rush Medical College, for the very first time in 
its history has sent out cards for donations, 
The only way a dispensary should be run for 
the poor working men, is by the working men 
organizations themselves. They can afford to 
hire a doctor, not because he has a name, but 
because he is going to give these people the 
services they ought to get, and that physician 
comes regularly and will be responsible to you. 

I do not see why people go to a dispensary at 
all. They could go to any reputable physician 
in their neighborhood and tell him that they are 
unable to pay and he will treat them free of 
charge, and take care of them as human beings 
and not as a case for the purpose of statistics. 
Furthermore, he can speak their language and 
can sympathize with their environment, as he 
lives in their neighborhood and will give them 
individual attention and not treat them like the 
dispensaries do, in wholesale quantities. That 
is one thing that can not be done, and for that 
reason I am opposed to State Medicine. Human 
beings are different, and can not be treated 
wholesale. Besides all the propaganda for the 
wholesale treatment of the human being (like 
cattle) is directed at the wage earner. It will 
not affect the man who can buy and pay for what 
he buys. This alone is sufficient reason for the 
wage earners to be opposed to State Medicine. 
Besides, there are many things about each one 
of us that we do not want everyone to know. 
I believe every one in this audience has some 
secret ailment, or knows of some one who has 
some secret ailment that you do not want every- 
one to know. If, however, you will be treated 
by government physicians, your secret is public 
property. All the religious organizations get 
their converts chiefly through medical charity. 

The greatest evil, however, is at the hospitals. 
If you are taken suddenly ill and removed to a 
hospital that gives ten per cent charity (which 
is all the charity they are obliged to give accord- 
ing to the law) your freedom is at once gone, 
unless you can afford a private room. For most 
of these so-called classy public hospitals are very 
much private. They have what is known as a 
closed staff and you must be treated by one of 
the staff. I say that these hospitals are sup- 
posed to do ten per cent charity. If one would 
look over their books they would find that many 
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of these hospitals do no charity at all, but claim 
ten per cent so as to get out of paying taxes, 
insurance, and everythnig else. ; 

Suppose you are injured by an automobile. 
You are removed to one of these so-called 
charity hospitals. Your case is at once jeop- 
ardized, because it is a public hospital and the 
corporations have access to their records. These 
corporations know that, and you do not. Again, 
if you are a patient in a hospital organized not 
for profit, you have no protection whatever, even 
if you are in the highest priced room. That 
means, if you are injured in the hospital, such 
as burned by a hot water bottle, burned by car- 
bolic acid, or in your delirium you jump out of 
the window, or you fall down the elevator shaft, 
you can not recover damages in this state, because 
you were an inmate of a hospital which was 
incorporated not for profit, even though you had 
paid them well for a private room and special 
nurse. If, however, you are injured in a hos- 
pital organized for profit, you can sue and win, 
and the larger the hospital is, the more liable 
accidents of that kind are to happen. 

At the County Hospital they are obliged to 
give the indigent services free. They do give it 
free, and yet, why should not they permit the 
patients to have their own physicians, even if 
they are poor patients? If a physician is one of 
your choice, he is bound to do the right thing 
by you, because he knows your friends and your 
people. It is like trading in your own neigh- 
borhood. Your neighbor must give you a square 
deal or you will never trade with him again, and 
he depends on your business. Furthermore, 
should you not get a square deal with your 
neighbor, all the other neighbors will soon find 
out about it, and this personal contact counts 
even more in the treatment of the sick. 

In the County Hospital they should at least 
have a paid staff. They have a voluntary staff, 
and it is a peculiar kind of voluntary staff. They 
have to take a civil service examination for a 
period of six years. Civil service, as I under- 
stand it, means for life, and it means for pay. 
Regardless of how competent a man is, if he is 
working free of charge, there comes a time when 
he will say, “Oh, hell, I am not getting anything 
for this, I am going out to a golf game.” Why 
not? If he should do wrong, the Board can not 
say to him, “Now if you don’t do better, or if 
you don’t come regularly, we will get someone 


BENJAMIN H. BREAKSTONE 153 


else.” The physician will say, “Well, go ahead, 
I am not getting paid for this, and I have all 
the experience I want.” And if the complainant 
goes to the board, they will only say, “Well, 
what can we expect?” “We can not say any- 
thing to him. He is doing this free.” 

Now let us see how this free business affects 
the 2700 patients there. A patient is brought 
in. He needs an immediate operation. The 
average wait of a patient from the time he comes 
in until he is operated on at the County Hospital 
is eight days. Eight days—and during that time 
a great many of these poor unfortunate people 
die. If we had a paid staff there they would 
have to give everybody prompt attention. There 
are two kinds of patients being treated there. 
One is the poor man who does not know anybody 
and is friendless. He thinks he has to wait. 
The other man is the man who has a private 
room. They have on every floor a number of 
small private wards, which are presumably for 
extraordinary or very serious cases. The serious 
cases turn out to be people who have a “pull’ 
and they use it to get a private room and then 
get a special nurse and pay that special nurse 
$56 a week. Now, if a man can pay $56 a week 
he does not belong at the County Hospital, or 
if a man can pay anything, he does not belong 
at the County Hospital. 

We have at the County Hospital a staff of 
63 volunteers. The County Board claims it has 
no money to pay a staff. It has for lawyers, archi- 
tects, laborers, scrubwomen, and for everybody 
else in the place except the people who are re- 
quired to do the work—the doctors; and it claims 
they cannot pay these. If in the place of the 63 
men who are supposed to put in six hours a 
week, (two hours three times a week) they 
would have only 12 men and pay each one of 
these 12 men $5,000 a year—that is only $60,000 
a year— we will even say they have to pay them 
each $8,000 a year—that is only $96,000 a year 
—they would be saving the average of eight days 
that each patient has to wait before he is operated 
on. Some patients wait two or three weeks. Some 
go in and never se an attending physician. 

It would really be a saving to the county to 
have a paid staff and it would also be a place 
where scientific work could be done and many 
lives could be saved. 

The following could not happen. 


A patient 
has to be operated on and he is scheduled for 
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that morning. The attending physician comes 
in to operate on that patient, when he receives 
a telephone message. He is wanted to call his 
home, which he does, and finds that one of his 
wealthy patients needs him. Is he going to 
operate on that poor man who is starved, cleaned 
out, and all prepared for operation, or is he going 
to get a three or four or five hundred dollar fee? 
I will leave it to you to judge which he will do. 
Now this happens to some of your poor patients. 
They are prepared three or four times for opera- 
tion before they are finally operated on and what 
happens? When they are finally operated on, 
their resistance is so lowered that bad results 
follow. If we had a paid staff, not only would 
the poor people be well taken care of, but also 
the County Hospital, with 2700 beds, which has 
not up to this day brought out anything of 
scientific value with that great wealth of material 
and with the opportunity of developing the great- 
est specialists on earth. If we had a paid staff, a 
man could be trained to do nothing but a certain 
operation, and he could so develop the technic of 
that operation that there would not be a better 
man in the world, and yet these opportunities go 
by because the County Hospital as well as the 
Department of Health, and other organizations 


of this town are used for one thing—the aggran- 
dizement of political plunder, and for the adver- 
tisement and experiment of a few doctors. 


We have our school inspectors. I believe there 
is not one thing more important in the work 
towards the future of this great country than 
to have proper school inspection—a school in- 
spection that will inspect every child and the 
first place where they find that a child is abnor- 
mal is in school, especially among the working 
classes. The poor mother is busy. She has her 
household duties and if she is not busy, she can 
not pay attention to her child properly. I claim 
that school inspection is important enough to 
occupy a man’s whole time, and the Department 
of Health in the previous administration, when 
they had this brought to their attention said, 
“We agree with you, but we have no money to 
pay out for inspectors.” I said, “Doctor, you 
have. We have 400 school inspectors and they 
each get $125 a month. They are presumed to 
put in from 9 a. m. to 12 m. each day and if 
they average an hour a day each, I will eat my 
hat. Now, in place of having 400 school in- 
spectors at $125 a month, have 100 school 
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inspectors at $500 a month. It would not cost 
another dime, and let them put in all of their 
time and not go looking for graft. If you under- 
pay anybody, you are encouraging graft. All of 
these school inspectors use that job as a means 
of getting graft. If they were getting a decent 
wage and had to do school inspection and that 
only, they would do better work.” Here, in the 
second city in the United States, with 20 years 
of school inspection, not one thing of scientific 
value has been given to the world. All because 
it is done in a so-called “charity” manner. 

Now, we will get down to the real evil of 
charity. We speak about graft. And let me 
tell you there is not any money graft about this at 
all. I am not accusing any one of graft. It has 
existed for years, because years ago hospitals had 
to be “charity.” Years ago the only people who 
went to hospitals were those who could not be 
taken care of at home. We are still in the same 
position as regards the management of these 
hospitals. Twenty-five years ago there were less 
than fifty hospitals here. Today there are 112. 
Now what happens? People give money to a 
hospital and they imagine that this money goes 
for the poor. Well, if it did I would be abso- 
lutely pleased, but it does not. Abraham Lincoln 
said that we were all born equal, but when it 
comes to a hospital—except at the County (at the 
County they are all equal) they say “This is 
the charity ward, and this is the private ward.” 
They also ask, “Are you coming in to see a 
charity patient?” “Well, here’s your entrance. 
but the private entrance for private patients is 
through this marble hall, and our private patients 
can order up what they want to eat that they can 
have.” We think we are living in a country 
of equality. 

If you give $1000 to an eleemosynary hospital, 
how much of that $1000 do you suppose goes for 
the real poor patient? It does not average more 
than 7% that ever gets to the poor. Do not 
think that I am putting out here a statement to 
make you think there is graft in money. No 
one gets that graft. That is, nobody in partic- 
ular gets it. They build hospitals like they 
build jails. 

Every time they build a jail they have to fill 
it up because the management must come in the 
following year and say, “We need more room.” 
Why, you all voted recently on a bond issue to 
have a nicer jail. Why the deuce do criminals 
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need anything nicer than they have? I would 
rather spend that money on public schools and 
let the jails be not as nice, and then nobody 
would want to go there. They build a hospital 
and they say, “We will have a few wards for the 
poor.” The smallest part of the hospital is for 
the free wards. The largest part of the hospital 
is for the private rooms. Why should they want 
so many private rooms and so few wards for poor 
patients, and let me tell you that I believe that 
Russia, in its worst time, did not treat people 
as mean as we treat our poor people in our wards. 
I believe that if there ever was a patient that 
ought to be in a private room, it is the poor 
patient, The only rest he ever gets is when he 
is sick in a hospital, and the only rest a woman 
gets is when she is in the hospital having her 
baby, and that is the truth, and during that 
time she ought to rest. She ought to enjoy 
her rest and it is a crime to put the poor people 
in wards, where while one patient is having his 
meals, another wants a bed pan. Now, how 
could you eat your meals when your next-bed 
neighbor is using a bed pan, and that happens 
every day. I believe that all hospitals should 
have private rooms only. A criminal gets a priv- 
ate cell, and here they bunch up a lot of poor 
people in one room, and each one has to enjoy 
the smell of the other. Of course, two beds 
are all right if they are both getting better. Some 
people like company, but I believe if they really 
meant to do these people good, they would treat 
the poor patient just as well as the man who 
pays, and the fact is, the man who pays should 
get what he is paying for. If he wants anything 
cheap, let him have it, but if we are giving 
these people the thing that they need let us give 
it to them whole-heartedly. 

In almost all hospitals that are not paying 
taxes, and who, therefore, are tax dodgers, and 
who do not protect their patients, they have beds 
from $1.00 a day up and they ask no questions. 
If you come into such a hospital and say, “Well, 
I want a bed.” They will ask, “What kind of 
a bed do you want?” “We have beds from $1.00 
a day up.” You look at the dollar a day beds 
and the two dollar beds. You think you want 
to save a little money (and that is the poorest 
time in the world to save money, when you are 
sick. Let it go, because you might die and 
leave it all to someone else and if you get 
well, you can make more.) You take a two 
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dollar bed. The average cost in the swell hos- 
pitals where they have these charity wards is 
$6.00 a day in round numbers per patient. Who 
pays the other four dollars? Who is it? That 
money is taken out of the money collected from 
the public for the poor. Now, here is a pa- 
tient who gets everything he wants. He can 
have his own doctor because he gets 80% char- 
ity. What happens with the destitute poor? 
They say, “Do you want a pay bed or charity ?” 
“T can not pay anything, I am a poor man.” 
“All right, sit down.” A girl comes in and takes 
his history from the day of Adam, and all the 
time he can hardly sit, and after she has all the 
information she wants (unless it is an emergency 
case, and that is up to that little girl) they 
say, “All right, now you go home, and we will 
investigate, and if we find that you are entitled 
to a bed, we will put you on the waiting list.” 
And they do. And many a patient dies before 
they have room. Now it so happens that it is 
against the rules for a charity patient to be put 
into a private ward. You can not climb over 
that, and if it happens that the charity ward 
has to be cleaned and repainted, it is closed 
up altogether, and then every poor patient must 
wait. Now, here is the injustice of the whole 
thing. A man comes in and says he is a poor 
man. He has to wait, but the man who pays 
20% of what it costs and receives 80% charity 
gets in (in a swell hospital the private. rooms 
only cost $30 a week and up) and it costs them 
six times $7.00, or $42.00. Quite wealthy peo- 
ple go there, and I can show you men whose 
names are on the charity list as givers, who are 
also on the hospital list in wards beds, thereby 
they have received a part of the money that 
they have given, so they give with one hand 
and take back with the other. Now, I do not 
blame the givers for that. If they knew that they 
were getting charity they would say, “Well, I 
want to pay.” Every self-respecting man wants 
to pay his way, and most of them do, and if 
they knew that they were receiving charity they 
would say, “I do not want it.” Why, then, does 
not the management tell the people, “Yes, you 
can have a two dollar a day bed, but you are 
receiving $4.00 a day charity.” In all of these 
hospital buildings you enter, the administra- 
tion part is wonderful. Marble halls, Italian 
marble, beautiful oil paintings, mahogany fur- 
nished waiting rooms, and a swell private din- 
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ing room, and a beautiful Board of Directors 
Room, used only once in a while; but the rooms 
that are for the inmates, the rooms that are 
for the purpose for which the hospital has 
been built, and even the operating rooms, are 
very mediocre. You can not get well by these 
marble halls, and you can not get well by the 
Board of Directors’ room, which is only used 
once a month, but you do get well in those other 
rooms and those are the rooms, if they really 
meant to give charity, that ought to have every 
attraction, everything in there to make them 
beautiful, and to make those sick people as 
comfortable as possible. : 

Now, there is an economic side to this ques- 
tion, too, and I believe you will be interested 
in that, and that is, there are certain corpora- 
tions that give $5,000 a year to a certain char- 
ity hospital, and they are played up in the news- 
papers daily. They give $5,000 a year. They 
employ in this town over 80,000 men and every 
one of these men are given medical care free 
of charge. They have 19 physicians who visit 
your homes, and if you are ill—let me tell you 
something about that. These corporations have 
a so-called social service system which is an 
organization of spies, because who pays these 
social service workers? Do you pay them? No! 
The corporation pays them. Why? Because they 
are going to get something back, and what is 
it they are going to get back? As it often hap- 
pens, a poor girl has a headache and does not 
want to go to work that day. She can not. 
In the afternoon she feels a little better, and 
she goes out for a little walk. Miss Social 
Worker comes in. “Yes, Miss Jones, she is not 
feeling well.” “Well, where is she?” Well, 
if she is not feeling well, she has to go to the 
doctor and she has to pay the doctor, but that 
is not all. In the times when labor is scarce, 
these corporations who are giving $5,000 to a 
hospital get about a half million back in the 
year, because they tell their men, “We take care 
of you when you are ill so, therefore, naturally, 
you would rather work for them than some of 
the other corporations who are unable to give 
$5,000 a year and they can not get as many 
working people as this one does, and that is what 
this corporation does. It gets a half million 
back out of $5,000 a year, because their em- 
ployees are taken care of free. Well, out of 
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80,000 hands, it is easy enough to get back a 
half million. 

Some years ago I wrote a pamphlet about 64 
pages on the same topic*. I could not possibly 
quote it all in an hour which is allotted to me, 
and my time is almost up, and I ended my 
article in this way, and all the Chicago news- 
papers commented on it editorially. “If all the 
hospitals and dispensaries were closed today, 
would the poor suffer? They would not. On 
the contrary, they would be treated by a physi- 
cian in their neighborhood who could speak their 
language and who understood their environment 
and sympathized with their way of living, as 
a patient, and not as a case for the purpose of 
statistics. There are 73 dispensaries. Do you 
know that in the average dispensary you will 
find that practically the same people go to a 
half dozen of these places because they are free. 
We do not do any good by it. There is only one 
way to do real charity, and that is, let it all be 
done by the government. The poor who are 
given charity are just the working classes. It is 
true they have exploited them, but they are will- 
ing to give a little of it back. They have great 
power with the press, and with the public, and 
the only way to do is to have your charity run 
by the government, and let everybody get equal 
attention. I am opposed to charity the same 
way as I am opposed to sectarian education in 
the schools. Absolutely against it, because it 
makes class and we are against class in this 
country. One is a graduate of Harvard, who 
is a little better than the one from Yale, and 
the one from Yale is a little better than the 
one from Princeton, and all of that. If all of 
the colleges were run by the government, each 
state having its own university, there would 
not be any need for class. One would be just 
as good as the other. And how do we get class 
in this country? Only by one way. By exclu- 
sion, and all of the charitable organizations are 
known, not by how much charity they do, but 
who is at the head of them, and they only remain 
at the head because they are the wives of the 
leading business institutions who have big ads 
in the daily press and control it because if they 
do not write what they want they take their ads 
out, and if they take their ads out of a news- 
paper, it can not exist, and I hope that the day 
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will come when the government will run its news- 
papers.” I thank you. : 
Notes: 
1—Journal, A. M. A,. Sept. 27, 1924, P. 985. 
2—Chicago Tribune, Jan. 1, 1924. 
3—Chicago Herald-Examiner, May 22, 1923. 
4—Chicago American, May 22, 1923; Illinois 
Medical Journal, November, 1916. 





DEATH FROM ARSPHENA- 
MINE 


Harry Matcome Hepes, B. §S., M. D. 
CHICAGO 


To the dermatologist and syphilologist con- 
stantly in touch with the various manifestations 
of syphilis, there is occasionally an accident for 
which, even after careful investigation, there 
seems inadequate explanation. That the death 
of this nature is not of common occurrence is 
shown by Decrop and Salle’ in which they record 
77,968 injections with but three sudden deaths. 
By sudden death they refer to instances where 
death follows within thirty-six hours after the 
administration of the drug. 

Viets* in the report of the Salvarsan Com- 
mittee of the British Research Council, reports 
that about one half of the reported deaths 
from salvarsan were due to hemorrhagic encepha- 
litis. Of course this report takes account of both 
those of sudden occurrence and of the belated 
cases. The case we wish to report, however, does 
not fall into this list of fifty per cent as there 
was found no indication of hemorrhagic encepha- 
litis at the time of autopsy. 

According to R. C. Shepherd* in an analysis 
made by Major Elliot in the British Military 
service, those cases of death due to the arsphena- 
mines closely resembled deaths due directly to 
arsenic oxide poisoning with the following re- 
sidual content in the various organs: kidneys, 
0.2 mg, per 100 grams total weight; the liver 
showed but 0.10 mg. per 100 gms. weight, while 
the spleen contains 0.20 mg, per 100 gms, weight, 
and the bones disclosed the same amount as the 
spleen. This is interesting, inasmuch as we 
usually look to the kidneys and liver for our 
analytical demonstration of residual arsenic in 
such cases. 

LoVullo* contends that all of these cvises and 
fatal terminations of the administration of the 
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arsphenamines are simply due to bad prepara- 
tions and that autopsy reports show proof of these 
statements. I feel however, that inasmuch as 
one frequently has a reaction from one unbroken 
and to all appearances perfect tube while he 
does not have reactions from other tubes of the 
same lot, that this cause cannot always be the 
one responsible for such accidents. 

Van Wessen® reported a case in 1922 in which 
the patient had been given twenty intravenous 
injections of neoarsphenamine at weekly inter- 
vals, divided into several courses. The patient 
had suffered no reactions until on the fifth day 
after the last injection, when he was taken to 
the hospital for febrile gastric disturbances and 
headache. This was followed by pain on the 
right side, jaundice, convulsions, hemorrhages 
into the skin, coma, and death on the fifth day. 
While this case did not conform to our sadden 
deaths as considered in this paper, the similarity 
of the autopsy findings warrants it a place here. 
Necropsy showed some congestion of all organs, 
especially the liver and some disseminated diffu- 
sions of the brain, but no macroscopic lesions of 
any organs. No liver arsenic was found even 
after careful examination. There were no spi- 
rochetes in the liver. The cause of death he says, 
was thus a mystery, but probably due to a com- 
bination of several causes, and added to this an 
individual predisposition which as yet cannot be 
foreseen. 

A case belonging to this group came under my 
observation recently. Mrs. E. B., a married white 
woman, thirty-five years of age and a native of 
Michigan. She was admitted to the dispensary of the 
Chicago Memorial Hospital, June 27, 1924. Husband 
was a known syphilitic at the time of her admission. 
A genital sore had been previously noticed on April 20, 
while she was being treated by another doctor for a 
Neisserian infection. A darkfield was made and the 
sore proved to contain spirochetes on May 19, 1924. 
About June 20 the patient began to have an eruption 
of the skin over the shoulders and hips. Upon admis- 
sion to the dispensary (June 27)'a few lesions were 
noted also on the arms. This eruption was a maculo- 
papular secondary syphilide. At some time previous, the 
exact date was not known by the patient, she had been 
given one injection of neoarsphenamine. At the time of 
entry felt well, and reported that she had suffered an 
operation for an abscessed kidney some years previous, 
and that she had passed through attacks of influenza, 
typhoid, measles, and frequent colds, without, to her 
knowledge, any serious complications. 

The examination at the time of entrance disclosed a 
reddened pharynx with a fine rash on the uvula and 
extending upwards onto the soft palate. There was a 








generalized adenopathy with a maculo-papular eruption 
over the shoulders, arms, back and hips, while a few of 
the lesions were pustular. Those pustular lesions were 
superimposed upon a reddened base, with a slightly um- 
bilicated tip, resembling quite closely the eruption of 
chicken pox. The blood Wassermann was strongly 
positive. 

Potassium iodide medication and mercury rubs were 
begun and after two weeks of this treatment, neoarsphe- 
namine was exhibited at weekly intervals, the iodides 
being stopped, but the mercury rubs still continued. By 
the middle of July the lesions were rapidly clearing. 

Her intravenous medication consisted of two injec- 
tions of 0.3 gms. and one injection of 0.45 gms. neoars- 
phenamine at weekly intervals. Her veins were small 
and difficult to enter and it was then considered best 
to use sulpharsphenamine intragluteally. Four 0.5 gms. 
of sulpharsphenamine were givén on August 7, August 
2, Sept. 5 and Sept. 17, 1924. She complained bitterly 
of pain from the gluteal injections and since examina- 
tion had shown that there were no nodules in either 
gluteal muscle it was deemed safe to return to neoar- 
sphenamine intravenously. 

She was given 0.6 neoarsphenamine (Metz) at 3 p, m. 
October 3, 1924. There was an immediate reaction and 
the patient went into coma from which she could not 
be aroused. The face and lips were cyanotic, and the 
body became cold. 1 mil. (cc.) adrenalin chloride 1: 
1000 was immediately administered subcutaneously, but 
without any visible result. Heat was applied to the 
body, 1200 mil, (c.c.) normal salt solution was given 
by hypodermoclysis, and five minimums of a 1:1000 
adrenalin chloride solution subcutaneously was given 
every hour. 100 mil. (c.c.) of blood was withdrawn by 
venesectiop. 0.75 gms. sodium thiosulphate was given 
intravenously, A spinal puncture was made which 
showed increased intraspinal pressure. At the sug- 
gestion of Dr. George L. Brooks, one ampule of Digi- 
folin was given every six hours, and more heat was 
applied externally to the body, but in spite of all efforts 
the patient died at 3:10 p. m. on October 4, 1924, or 
about twenty-four hours after the administration of 
the drug. At time of death the temperature was 102 
degrees, pulse 160 and respiration 44. There was at 
no time from the beginning of the attack till death, 
any discernible icterus. 

The case was subject to the disposition of the 
Coroner and an autopsy was performed by Dr. William 
Bloom and many of the microscopic sections were 
afterward studied by Dr. Oscar T. Schultz, from 
whose report I thankfully copy the following: 
“Autopsy was performed two hours after death. 

“On removing the calvarium the dura strips easily 
and is not adherent to the lepto-meninges, The arteries 
at the base of the brain are thin walled and free 
from sclerosis. The ventricles are apparently normal 
size. The ganglia at the base are apparently free from 
change. The pineal gland and the hypophysis are 
apparently normal. The former is not calcified. 

“Microscopic.—Section through the cortex, there is 
no interstitial edema. The only abnormality that is 
noted is pigment in the cytoplasm of the ganglion cells. 
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The pineal body reveals no abnormalities. There are 
numerous particies of brain. sand. The hypophysis 
reveals no abnormalities except that in the pars in- 
termedia the colloid spaces are lined by an irregular 
hyperplastic epithelium. 

“The Heart.—There are innumerable bright red spots 
scattered beneath the epicardium and occasionally there 
are some slightly larger ones of a bluish red color. 
The pulmonary artery is incised in situ and is free 
from emboli. The myocardium is soft. The valves 
present no abnormalities. On section, here and there, 
are a few fine silver white streaks. Beneath the endo- 
cardium of the left ventricle there are a few fairly 
large red areas of hemorrhage. The aorta is very elastic 
and contains only here and there small yellow athero- 
sclerotic plaques. The coronary arteries are free from 
sclerosis. 

“The Liver—Macroscopic.—The liver is about nor- 
mal in size, it is dark brown in color. On section the 
organ is more or less uniformly brown: On the right 
inferior border of the liver there are numerous bright 
red areas one to two millimeters in diameter; these 
give the impression of being confined to the liver 
lobules rather than an indiscriminate hemorrhage. On 
section these red areas do not extend more than one 
mm. into the hepatic tissue. The lower portion of the 
right lobe shows a more or less uniform yellow gray 
parenchyma. 

“The Liver.—Microscopic.—In one section the nuclei 
of considerable numbers of the liver cells show 
chromotolysis. Others are larger and show a reddish 
stain. The nuclei as a whole vary markedly in size. 
There is considerable pigmentation in the cytoplasm 
of the liver cells particularly near the central vein 
where the liver cord cells are vacuolated and pale 
staining, sometimes almost a homogeneous mass in 
which an occasional eosinophile is seen. In another sec- 
tion the appearance is essentially similar with the addi- 
tion that there are large areas of fibrous tissue in which 


‘there are lymphocytes and eosinophiles and in which 


bile ducts are extraordinarily numerous, probably pro- 
liferated. In these areas a few necrotic deeply pig- 
mented cells are seen. Surrounding these areas is a zone 
of vacuolated liver cells not having a central vein, be- 
yond which the liver cells are compressed to form a 
pseudo-capsule and appear as in the previous section. 
In some places the bile ducts appear as if arising from 
compressed liver cells. It is quite possible that this 
condition might have arisen from disintegration of liver 
cells due to an acute toxic agent, with resulted prolifer- 
ation and regeneration as illustrated by these findings. 
We do not think that this is definitely a luetic change 
but the possibility of its being luetic rather than of 
extraneous toxic origin must be considered. 

“The Kidneys.—Microscopic.—There are several tri- 
angular areas beneath the capsule with atrophic and 
concentric fibrotic glomeruli surrounded by a lymphocy- 
tic infiltration and in the tubules around which are nu- 
merous hyalin casts. Elsewhere the convoluted tubules 
show a marked cloudy swelling and pyknosis of the 
nuclei of some of the epithelial cells. The glomeruli 
are well filled. There are some adherent to the cap- 
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sular epithelium with exudation imto the capsular 
spaces. The blood vessels throughout are remarkedly 
congested. 


Notwithstanding, therefore, careful search of 
the organs mascroscopically and microscopically, 
there was no definite cause of death discoverable. 
Of course one must view the change from neoar- 
sphenamine to sulpharsphenamine and back to 
neoarsphenamine with a little question of pos- 
sible complication, but in my experience I have 
done this many times without untoward results 
and so we feel that we must with.Van Wessen*® 
conclude that it was due to individual predis- 
position, the exact nature of which we do not yet 
know or that it must be charged to some toxic 
agent produced without or within the body, but 
the physiological or chemical nature of which 
we do not know, and that at present at least 
such result cannot be foreseen. 

104 S. Michigan Ave. 
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DANGER OF DISEASE TRANSMISSION 
THROUGH DENTISTRY PREVENTED 
THROUGH NEW STERILIZER DEVICE 


NemMers, Pu.G., D. D. S. 


. CHICAGO 


A forerunner of even greater safeguards in the 
practice of dentistry is an instrument eliminating 
practically all danger of infection from the dental 
drill or holder. The dental drill is used continu- 
ally in the.mouths of patients. Sterilization is 
almost impossible under present working condi- 
tions. Dental methods inhibit the disconnection 
and sterilization of the dental hand piece or 
drill holder, for each individual patient upon 
whom the dentist works. As these sections of 
dental tools come into contact with patients’ 


mouths, the profession has found for years annoy- 
ance, trouble and anxiety over proper and prac- 
ticable sanitation and sterilization in their use. 
All other implements employed by dentists 
in patients’ mouths may be sterilized, except the 
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hand piece, or drill holder. Seldom if ever is 
the drill holder sterilized for each patient, as is 
the habit with other tools. Excuse for this lies 
in the mechanics of the tool. In the hand piece 
or drill holder are revolving parts and bear- 
ings that require lubrication in oil. If this tool 
were sterilized by boiling, or by immersion im 
gasoline, alcohol, or any other solution similar in 
constituents or results, these bearings would be 
spoiled and the hand-pieces gummed up. 
Gasoline, alcohol or allied solutions used for 
such sterilization would cut the oil and dry the 
running bearings. Mere wiping with alcohol 
or kindred solutions does not sterilize the drill 
holder. Such wiping or swabbing falls short of 
removing all disease spores, as is evident even 
to the laity, considering that a fatal disease 
germ can live on an area the size of the prick 
of a pin, or less. Now drill and holder are 
being inserted continually into the mouths of 
successive patients, or are in the hands of the 
dentist, whose fingers are moist from saliva 
from the oral cavities in which he labors. Value 
of a practical, adequate sterilizing device for 
the hand piece or drill can not be over-estimated. 
After twelve years of experimentation there 
is placed upon the market “Nemmers’ Essential 
Hand Piece Sterilizer.” By using this innova- 
tion the drill is sterilized thoroughly after 
patient. 


each 
There is achieved absolute avoidance 
of the chance that the drill, becoming infected 
in the mouth of one patient, may carry a germ 
into the mouth of the next patient, or of any 
other patient. 
“Hand piece” 
drill holder. 


explains to the laity the dental 
“The Essential Hand Piece Ster- 
ilizer,” is all that the name implies. 
ilizer protects the drill holder from the dust as 
well as from other contaminating agents of the 
air. To sterilize this hand piece or drill holder 
thoroughly requires a process such as is afforded 
by the Nemmers’ invention. Any other method 
results in an expenditure and loss of time and 
spoiled tools. Ordinary methods of sterilization 
applied to the hand piece or drill, would call 
for the subsequent application of an oil and would 
make necessary the dis-assembling of the various 
parts, after use in the mouth of each patient. 
The Nemmers sterilizer disinfects completely the 
oil and the entire hand-piece or drill-holder, at 
the same time, and without removing any part 
of the instruments in use. 


This ster- 





Fig. 1. 


This photograph shows the operator about to 
treat a dental patient with the hand-piece ster- 
ilizer with the author’s new invention. 

This view shows the operator about to remove 
the hand-piece or drill-holder from “The Essen- 
tial Hand Piece Sterilizer.” By the perpetual 
sterilization of the hand piece or drill holder all 
danger is averted of disease from patient to 
patient. This sterilization is made possible by 
Dr. Nemmers’ invention. 

6205 Broadway. 





ON MEDICAL ETHICS* 
JoHN Hounp, M. D. 
PEORIA, ILLINOIS. 

Ethics, derived from the Greek word, “ethos” 
—morals, is the philosophy of morals. 

And since all philosophy is the love of and 
strife for wisdom and truth, medical ethics must 
be inspired and governed by the same principles. 
These are plainly laid down in a little booklet 
issued by the American Medical Association after 
its adoption by the House of Delegates at Atlan- 
tie City, N. J., June 4, 1912. 





*Read before the Physicians Fellowship Cub of Peoria, 
February, 1925. 
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Nemmers’ Essential Hand Piece Sterilizer. 


Allow me to quote Section one from the first 
chapter : 

“A profession has for its prime object the serv- 
ice it can render to humanity; reward or finan- 
cial gain should be a subordinate consideration. 
The practice of medicine is a profession. In choos- 
ing this profession an individual assumes an 
obligation to conduct himself in accord with its 
ideals.” 

These are indeed grand and lofty ideals, almost 
equivalent to the philosophical maxim of Fichte 
and quoted by Nietsche: “There is only one real 
virtue, and that is never to think of one’s self and 
always of others.” “And there is only one vice 
and that is always to think of one’s self and 
never of others.” 

This sentiment stands in bold contrast with 
the cold law of self-preservation which governs 
all physical nature, the sole object of which is 
the survival of the fittest. 

But man, the crown of creation, stands be- 
tween these two laws, the idealistic and the mate- 
rialistic, the spiritual and the physical, since 
he is endowed with certain prerogatives which 
no other mundane creature possesses, namely, 
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reason, intellect and free will emanating from 
that mysterious source, the soul. 

It is not my purpose to discuss the origin 
and descent of man, or to incite a controversy as 
to the assumption of the belief in a creation by 
God or a spontaneous origin and subsequent 
development by natural laws of evolution. I shall 
simply state what all philosophers and deep 
thinkers from time immemorial to our present 
age have believed and professed, namely, that 
man is a dual being, composed of a body and a 
soul, 

But of all philosophers from the dawn of civ- 
ilization down the centuries to our own enlight- 
ened age, none has expressed this fact more 
clearly and more forcefully than the Roman his- 
torian, Cajus Crispus Sallustius (87 B. C.-35 
B. C.) in his preface to his history of the Jugur- 
thian Wars, from which let me quote a few sen- 
tences: “Falsely man accuses his nature of being 
weak, of short duration and rules more by chance 
than by his own will power. For after deep 
study I have found that there is nothing great- 
er and more powerful than human nature. But 
the leader and ruler (dux et imperator) is the 
spirit or soul (animus or anima). And if this 
keeps the path of virtue and marches on to 


perfection, it is powerful enough and needs not 


to depend upon chance or circumstance. For 
honor, rectitude, bravery and all other virtues can 
not be given to or taken away from man.” 

This, then, is the fundamental principle of all 
constructive philosophy, and consequently of 
ethics, which, as I said before, is the philosophy 
of morals. 

Morality is the great connective tissue of all 
human bodies, individually and collectively. This 
fact gives rise to the old maxim, “Mens sana in 
corpore sano,” which applies not only to individ- 
uals, but all bodies of men, families, communities, 
states, nations and all the peoples of the earth. 
And it applies with especial force to our profes- 
sion, composed of men who are privileged to bear 
the exalted title of Doctor, which means teacher, 
indicating that we should teach, advise, warn and 
guide all our fellowmen in general and our 
patients in particular, thus contributing our 
share to the welfare of mankind. 

From this we may easily see that the general 
definition of ethics should appeal to us with 
particular emphasis. But no lesson will have 
the desired effect unless it is accomplished and 
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sustained by our own precept and example. For 
our own guidance I know of no better principles 
than those so admirably expressed by the father 
of our country, George Washington, in his last 
Inaugural Address, April 30, 1789: “No people 
can be bound to acknowledge and adore the Invis- 
ible Hand which conducts the affairs of men 
more than those of the United States.” And 
again: “The foundation of our national policy 
will be laid in the pure and immutable principles 
of private morality’—and again: “I dwell on 
this prospect with every satisfaction which an 
ardent love for my country can inspire. Since 
there is. no truth more thoroughly established 
than there exists in the economy and force of 
nature as indissoluble union between virtue and 
happiness, between duty and advantage, between 
the genuine maxims of an honest and magnan- 
imous policy and the solid rewards of public 
prosperity and felicity since we ought to be no 
less persuaded that the propitious smiles of 
Heaven can never be expected on a nation that 
disregards the eternal rules of order and right 
which Heaven itself had ordained.” 

We may justly say that there is no class of 
men or profession that is more bound to accept 
and obey these laws, which involve all the rules 
of order and right of the human race, its con- 
ception, its existence, its propagation and its 
mortal destiny than the Medical Profession. We 
may consider human life in all its phases from 
its embryonic stage to its final dissolution and 
our duty is ever clearly defined, to save, to 
assist, to prolong, and never to destroy, to cut 
short or to interfere with or hinder ‘+s course. 

I hesitate to refer to those physicians who 
degrade their profession by violating the fifth 
commandment, “Thou shalt not kill,” and will- 
fully and habitually commit crimes against the 
Laws of God. 

There are those who would abhor any thought 
of committing a first degree murder, but would 
under a slight pretext suggested by some of our 
modern movements based upon humanitarian the- 
ories, feel safe and even justified to interfere with 
nature, control propagation and take the law of 
self-preservation of helpless beings into their own 
hands. 

The ways and means of these operations are 
various and manifold; some apparently innocent 
and harmless, others dangerous; most of them 
detestable and filthy. They sail under the false 
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flag of “Birth Control” or “Therapeutic Abor- 
tion.” 

To make my personal standpoint on these ques- 
tions clear, allow me to make my own confession 
of faith, which is based distinctly and unalterably 
upon the teaching of Thomas Aquinas, who car- 
ried the threefold title: Doctor Angelicus, Doc- 
tor Ecclesiae, Doctor Universalis, who permits a0 
interference with the natural laws of propaga- 
tion from the very conception to the full term of 
the child. He also condemns the prevention of 
pregnancy under any circumstance whatever. 

But I am aware that there are many who are 
not bound by this rigorous moral dictum. With 
these I have no quarrel, as long as they follow 
the dictates of their own conscience and keep 
within the bounds of the state laws, which are 
patterned after the Code Napoleon, and have 
been adopted by this and many other countries. 

And ailuding to some of my confreres who by 
chance perform some illegal operation. I would 
temper justice with mercy and extend my sympa- 
thy in some particular cases. I mean these cases 
where a physician has become the victim of his 
compassion for an unfortunate human being and 
then betrayed by his supposed friends, whom he 
had served in their woe, has to bear the whole 


burden of disgrace and pay the penalty for his 
wrong, committed under the delusion, “The end 
sanctifies the means.” 


I repeat that I am absolutely free from all 
these practices, but believe, nevertheless, that 
this question, compared to which all other rules 
of medical ethics seem insignificant, calls for our 
prime consideration. 

We will, therefore, glance but briefly over the 
various chapters of the little booklet alluded to 
and make a few cursory remarks as we may 
understand the various questions at issue. 

But if we imbibe the true spirit elicited in 
Chapter 1, Section 1, already quoted, our duties 
to each other, to our patients and to the general 
public ought to be easily discernible. 

There is no doubt in my mind that we all agree 
that Service, Duty, Sacririce, Harpsuip, De- 
voTion and DeTERMINATION to fulfill the obli- 
gations we assumed when the exalted title of 
Doctor was conferred upon us are the principles 
to which our lives have been dedicated. But, 
however we may agree on these leading points, we 
often disagree in the interpretation and practical 
execution of these basic principles. 
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These disagreements sometimes become so glar- 
ing that we are inclined to accept the distasteful 
maxim, “Quot capita, tot sensus’—“So many 
heads, so many opinions.” What is the heredi- 
tary cause and what are the acquired reasons for 
these differences of opinion ? 

The first, and probably the main cause, is the 
fact that we are but human, and as such we are 
liable to err, like all other human beings. But a 
still more potent factor is the great difference in 
each of us. We all came from different parents 
and they themselves were unlike and different. 
In fact, there are no two human beings or other 
mundane creatures exactly alike. 

Take, for example, only one organ, the nose. 
And I hesitate not to assert that-there are not 
two noses in this room, in this city, in this state, 
in the whole United States, exactly alike. And 
as each and every one follows his own nose, fig- 
uratively speaking, we can readily understand 
why we take so many different courses and arrive 
at so many and varied conclusions. 

Among the acquired and contributory causes 
we may mention environment, education, and all 
other spiritual and physical influences and im- 
pressions. This condition becomes more appar- 
ent in a democratic form of government like our 
own where there is no general recognized author- 
ity and no universal standard. The learned Ly- 
man Abbott, in his book, “The Rights of Man,” 
incorporates these effects in the chapter entitled, 

“The Perils of Democracy.” And further on he 
makes the important statement: 
“Along with this absence of restraint have gone 


following 


influences to develop individualism in extreme 
forms. It is the fundamental postulate of democ- 
racy that the world and life are made for the 
whole human race. Because the world is made 
for humanity, it is concluded that all men must 
have an equal share in the wealth of the commu- 
nity. Because all men ought to have an oppor- 
tunity for education, the conclusion is easily 
reached that every man should take the educa- 
tion that he personally likes and he should not 
be required to do anything that is contrary to 
his own inclinations. So the wish of the indi- 
vidual, whether in government, in industry or in 
education, is enthroned, and man bows down be- 
fore a Great White Throne, himself sitting upon 
a 

“The result of this apotheosis of humanity and 
this discrediting of authority is seen in some 
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forms of activity that are praiseworthy and some 
that are not.” 

This “Great White Throne” has become quite 
conspicuous in the medical profession. And it 
can hardly be said that its action and its rule 
have been praiseworthy in every particular. For 
upon this throne are sitting not the rank and 
file of the medical profession, but only a few 
self-approved, self-exalted and self-conscious men 
who have taken it upon themselves to assume the 
unconditional jurisdiction over all questions per- 
taining to medicine. They claim the right and 
the power to fix the standard for all human insti- 
tutions, educational, charitable and industrial. 
In short, they are to tell us how to begin the 
study of medicine, what course to take, how and 
when to finish, and then how to take up the 
practice and just how to conduct ourselves 
through life to the bitter end.” 

For this purpose they have decided to grade 
all colleges and hospitals and their respective 
graduates and medical attendants according to 
their standard, holding a strict censorship over 
all. I do no question the worthy intention of 
a certain body of men to raise medicine to a high 
standard of knowledge and to put our profession 
on a level or even above that of other learned 
professions. But considering the results so far 
obtained I am reminded of the old German say- 
ing, “Zu scharf schneidet nicht; zu spitzig sticht 
nicht,” and the American adage, “The govern- 
ment which is governed the least is governed the 
best.” That is, carrying a good thing to ex- 
tremes is very apt to spoil its beneficial results 
and often works harm instead of good. This is 
clearly demonstrated by all of our prohibitory 
or near-prohibitory laws. Not to mention the 
18th Amendment, concerning which I hold my 
own private opinion, I will only allude to our 
Immigration Laws, and state positively that if 
these laws had been in force a hundred years ago 
our country would still be a wilderness and the 
El Dorado of greedy adventurers. There is no 
doubt that thousands and thousands of men and 
women who helped to build up this glorious 
country of ours would not have been permitted to 
land on our shores if the present law had been 
in force at that time. For they had little or no 
money and no book learning. But they had clear 


minds, brave hearts and abundant physical 
strength and character and determination to be- 
come useful citizens. 
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We can say the same of the old members of 
our profession. Many of these who have in the 
past received their license to practice medicine 
could not now fulfil the requirements and pass 
the examination now demanded and prescribed 
by the present authorities, but nevertheless they 
are a credit to themselves, an honor to their 
modest school, and a blessing to suffering humans 
in the community in which they lived and 
labored. They know nothing of red tape or tape- 
worm-like chemical and technical terms of the 
present phraseology, but they know quite well a 
dozen or more of the most substantial and reliable 
remedies, their ingredients, their physiological 
action, antidotes and synergysts, and their indi- 
cations. They know how to deliver a woman, how 
to wash and take care of the baby, and could 
make a differential diagnosis between measles 
and chicken pox, between eczema and smallpox 
and similar diseases. Theycan detect a fracture 
and set it, recognize a dislocation and know how 
to reduce it. And they can do all this without 
X-rays, or the help of assistants and trained 
nurses either in plain daylight or under the 
rays of a kerosene lamp or, per chance, a stable 
lantern. And last but not least, they are as a 
rule quite able to make a correct prognosis. These 
qualifications primitive as they may appear to 
us, supported by a strong personality, honor- 
able conduct and a high perception of dignity, 
gave the good old family physician an eminence 
which enabled every man, woman and child to 
recognize a Doctor on sight and never to mistake 
him for a waiter, a barber, a beauty parlor pro- 
prietor, a knight of the grip or some such actor 
on the stage of our modern life. 

Let me now allude to the present status quo. 
We all know that our so-called Class A No. 1 
colleges require of its pupils so many years of 
study and so much money that only the most 
zealous and financially able can pursue and com- 
plete their medical training. The eventual result 
will be a great scarcity of doctors, particularly 
of family physicians. For it is obvious that men 
who have spent the best part of their life and 
between $15,000 and $25,000 will have no desire 
to take up a common practice yielding an income 
far. below that of a plumber or bricklayer. So 
history will repeat itself and our profession will 
sink down to a mean trade, as it was once pro- 
claimed by the Roman Senate. 

We can clearly observe the handwriting on the 
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wall now if we direct our attention to a court 
trial where our highly inflated specialists appear 
as the laughing stock of the audience and the 
target for ridicule of witty lawyers. 

My time is up, but before I close I wish to 
return for a moment to the “Great White 
Throne” to consider only two decrees which the 
powers-that-be promulgate with particular em- 
phasis and imperative force. 

The first is directed against the dividing or 
splitting of fees and the second is against public 
advertising. 

The first question can be answered in a few 
words, in which I shall give.you my experience, 
which you may accept or reject, as you like. I 
have practiced medicine for many years in almost 
every capacity. I have always had much more 
difficulty in collecting my fees than I have had 
in disposing of them. In cases where one or 
more physicians or surgeons were concerned we 
acted upon our own judgment and sense of fair- 
ness. At times the consultor did the collecting, 
at others the consultant, according to agreement. 
Sometimes it was even necessary to solicit the 
aid of an outside collector, who was or was not 
successful, as the case might be. I do not, how- 
ever, remember one instance where I appealed 
to Washington, New York, Chicago or Rochester 
(which, by the way, was not on the map in those 
days) for a decision. And I do not feel that 
I could do so now in any case of my own. 

And now a few remarks about advertising. 
Those who know me personally or through my 
modest literary efforts will believe me when I say 
that I have nothing but contempt for any kind 
of pretension or commercial hypocrisy in any 
shape or form. And I must necessarily condemn 
all quacks and pretenders and their advertising, 
in which they claim to cure cancer and other so 
far incurable diseases, to make hair grow on a 
billiard ball or restore lost manhood to a corpse. 
Consequently, they are of no consideration to me 
whatever. 

It is only our regular profession that concerns 
me. There are but few men who are inclined 
to hide their light under a bushel. Henze 
we all like a little publicity, a little honor, a little 
fame and, of.course, a little tangible reward. 

But just how to achieve this is the paramount 
question and the evervexing controversy. 

A little incident, if you will allow me to relate 
it, illustrates this: 
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Many years ago I attended a meeting of the 
Wisconsin State Medical Society in Milwaukee. 
I was in company with a French gentleman and 
an old army surgeon. We arrived at noon, took 
rooms in a local hotel, and after dinner went 
to the City Hall, where the meeting was being 
held, to try to get acquainted with other visitors 
and to study the program. The following morn- 
ing my colleague, Doctor F., woke me with the 
startling news that our names were in the paper, 
holding one before me as he spoke. I looked and 
saw Dr. Nicholas Senn’s name in glaring type in 
the headline of the front page, with the wording, 
“All Medics meet from Doctor Senn down to 
Doctor Sheepkin.” I also noticed Doctor John 
B. Murphy’s name in large type and a few others 
in smaller type. But I failed to find our names, 
when Doctor F. pointed to the “Doctor Sheep- 
skin,” with the remark, “There is where we are.” 

During the meeting, Dr. Nicholas Senn dem- 
onstrated his Hydrogen Gas Test on two live 
dogs, which he shot through the abdomen, and 
then attempted to find the holes by the escap- 
ing gas. Dr. John B. Murphy, who was then 
an ascending star, opened a discussion opposing 
the theory and practice of Dr. Senn very force- 
fully and, in my opinion, very successfully. 

To this I shall only add that the whole per- 
formance appeared to me extremely spectacular 
and highly sensational, furnishing abundant 
stuff for the press. If this is not high-brow 
advertising I should like to know what it is. But, 
of course, we know the old maxim, “Licet Jovi 
non licet bovi.” So when a man of lesser fame 
and cleverness jumps into print the anathema 
from the “Great White Throne” is hurled upon 
him and he is excommunicated and condemned. 
I do not wish you to understand that I am a 
defender or protector of any advertiser or group 
of advertising doctors. I ask only for justice, 
for equal rights for all and special privileges to 
none. 

The viewpoint and ultimate object of all adver- 
tisers is the idea, “Come to me.” The so-called 
ethical advertiser appeals to his colleagues, while 
the unethical advertiser addresses the public 
directly and openly. 

The commercialization of the profession is 
another complaint, the existence of which I admit 
and deplore. But it is difficult for me to see 
the line of demarcation between the accuser 
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and the accused, between the aggressor and the 
aggressed, as it were. 

For I know of no modernly equipped doctor’s 
office which the spirit of commercialism has not 
installed, and I know of no up-to-date successful 
physician and surgeon, and particularly no spe- 
cialist, who is entirely devoid of business ability 
and does not resort to some red tape to produce 
a better effect. So we may as well lay these 
quesions on the table for the time being, at least, 
and remember Goethe’s stanza: 

“Do thou the right thing in thy own affair, 

and the rest will of itself take care.” 

But the paramount question remains, “What is 
the right thing to do?” This, I hope, has been 
answered in the foregoing remarks. But I shall 
repeat and definie it still more clearly. Let us 
strive to observe the principles of ethics, i. e., 
the philosophy of morals, as our own judgment 
dictates and endeavor to be gentlemen under all 
conditions and circumstances and treat our con- 
freres as we should wish them to treat us. 

More than fifty years ago Doctor Peters of 
Paris, France, in a controversy with irregular 
pretenders, made the positive public announce- 
ment: “Doctors must be educated.” To this let 
me add, “Doctors must be gentlemen who observe 
in their daily conduct the policy of private mo- 
rality and in their mutual relations with their 
confreres the fundamental principles of our Chris- 
tian faith: “In all essentials, unity ; in non-essen- 
tials, liberty; but charity in all and for all.” If 
we observe this rule, the standard of our profes- 
sion will be raised to a high and solid level where 
it will have little need of new amendments, by- 
laws and regulations of any kind whatsoever. 





INHERITED SYPHILIS AND DEAFNESS 


A recent editorial in the Washington Times says 
that “There are many cases of deafness from birth 
or early infancy, some due to microbes that attack 
the new born child. Twenty-five per cent of such 
attacks come from heredity, venereal blood disease— 
one of the worst enemies of the human race and one 
of the most dreadful punishments of vice.” 

Deafness of such origin may be total or partial, 
and it is usually an affliction of the internal ear. 
The defect is often not recognized until the child fails 
to talk, the attack of syphilis being unexpected and 
somewhat elusive. Syphilitic deafness, says the United 
States Public Health Service, need not be profound, 
but its gradual or sudden effect on the hearing capac- 
ity of the afflicted child often spells economic and 
social disaster, and it usually reduces life to an ob- 
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scure and baffling existence. Fortunately, considerable 
progress has been made in the treatment of deafness 
of venereal origin, and the future promises still greater 
progress in its elimination. The early detection of 
diseased blood in the expectant mother is essential, 
so that the possible ear damage of the child may be 
prevented by adequate treatment of the mother before 
the birth of the child. The preparation and wide- 
spread dissemination of information relating to the 
prevalence, the detection and the prevention of vene- 
real diseases is a most essential and productive health 
measure. 





NOT THE USUAL RULE 


“You can’t sit quiet and produce profits,” says an 
efficiency expert. But the hens do pretty well at it. 





Society Proceedings 
PIKE COUNTY 

The Pike County Medical Society met in Griggsville, 
July 23, 1925, with twenty-three physicians present. 

This session was in the nature of memorializing the 
twenty-fifth year of the society’s organization, since it 
was organized in the year 1900. Many were away on 
their vacations or the attendance would have been 
nearly doubled. After a fine chicken dinner provided 
by the hosts, the Griggsville physicians, the society 
met in the public library. Minutes of last meeting 
read and approved. Dr. Harry Wood of Batchtown, 
Calhoun county, was passed by the censors and re- 
ceived a member in the society. 

Mr. Quaintance of Springfield, on behalf of the 
C. I. P. S., gave an interesting address on the subject 
of the “Prone Pressure Method of Resuscitation” in 
electric shock and gas asphyxiation. This received 
much discussion and was approved by the society as a 
valuable addition to other methods and prospectively 
will supplant other methods entirely. The actual 
demonstration of the method was given, Mr. Pierson 
of the local electric company acting as patient. 

Dr. John Koch of Quincy then read a valuable and 
comprehensive paper on “Spinal Puncture; Its Use in 
Diagnosis and Prognosis.” This was illustrated by 
films and the anatomy, physiology and pathology 
thoroughly passed in review. 

Dr. Carl Black of Jacksonville, past president of 
the State Society, read a very fine appreciation of 
two very famous surgeons who grew up in Pittsfield 
and practiced there for several years and afterward 
moved to St. Louis. These were Dr. John T. Hodgen, 
past president of the A. M. A. and professor of an- 
atomy and clinical surgery in the Missouri Medical 
college. The other, his nephew, Dr. Henry Mudd, 
also of St. Louis, who became professor of surgery 
and distinguished throughout the middle west. This 
paper was in the nature of an historical document and 
received many compliments and becomes a part of the 
secretary’s records. 

Dr. M. Pfeiffenberger of Alton, president-elect of the 





166 ILLINOIS MEDICAL JOURNAL 


State Society, then read a fine paper on “Eugenics,” 
which was discussed at length and approved. 

Dr. Smith of Godfrey and Dr. Robinson, president 
of the Madison County Medical Society, made short 
addresses, which added much to the success of the 
occasion. Barry was selected as the next place of 
meeting and the society adjourned at 5 p. m., after a 
day well spent. 

W. E. Suastip, Secretary. 





Marriages 


GrorcGe Davip Havuserea, Moline, Ill., to Miss 
Kmma Rydell of DeKalb, June 24. 

Witi1AmM Brapy SHARKEY to Miss Oma Hart- 
sock, both of Clinton, IIl., June 3. 

MorGan Gitmore Carpenter, Elgin, IIl., to 
Miss Martha Elizabeth Kelley of Margeno, 
June 22. 

Cartes Epwarp Hiipreru, Mount Pulaski, 
Ill., to Miss Margaret Amalia Stumpf of Lincoln, 
July 4. 

Kamit Scuutnor, Chicago, to Miss J. Serrita 
Jane of Chicago, formerly of San Francisco, 
July 3. 

Joun A. D. Encrsatruer, Brockett, N. D., to 
Miss Laura E. Norley of Grand Forks, N. D., 
June 18. 





Personals 


Dr. and Mrs. A. M. Earel of Hoopeston have 
recently returned from a cruise around the world 
and report a wonderful experience. 


Dr. Herman J. Hensley has been appointed to 
the board of health of Yates City. 


Stephen A. Forbes, LL. D., has been reap- 
pointed director of the Outlook Tuberculosis 
Sanitarium, Urbana. 

Dr. Charles E. Shultz, Shirley, has been ap- 
pointed city health director for Bloomington to 
succeed Dr. Harold B. Wood, resigned. 

Dr. Henry B. Knowles of the state charitable 
service has been transferred from Bartonville to 
Dixon, to be assistant managing officer of the 
Dixon State Hospital. 

Dr. Warner H, Newcomb, for several years 
health officer of Suffolk, Va., has been appointed 
health officer for Morgan County and also super- 
intendent of Oak Lawn Sanatorium. Dr, New- 
comb is a native of Illinois. 

Marion Hines-Loeb, Ph.D., assistant professor 
of anatomy, University of Chicago, has been 
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appointed to the position of associate in anatomy 
at Johns Hopkins University Medical Depart- 
ment, Baltimore. 


Dr. M. A. Karol, Decatur, has been appointed 
surgeon in charge of the Wabash Railroad Hos- 
pital in that city, to succeed Dr. Frank E. Smith, 
who has been appointed chief surgeon of the Wa- 
bash Railroad to sneceed the late Dr. M,. P. 
Parrish. 


Dr. Alice Hamilton, assistant professor of in- 
dustrial medicine, Harvard University Medical 
School, Boston, and a member of the health com- 
mission of the League of Nations, spoke re- 
cently at a luncheon at the City Club on “Inter- 
national Aspects of Public Health; Including the 
Control of Ethyl Gasoline.” 


At the one hundred and thirty-seventh convo- 
cation of the University of Chicago, June 16, 
Prof. Albert A. Michelson, head of the depart- 
ment of physics, was appointed to the first of the 
Distinguished Service Professorships recently es- 
tablished at the university with a special fund of 
$200,000, the gift of Martin A. Ryerson, formerly 
president of the board of trustees and donor of 
the Ryerson Physical Laboratory. 

Dr. George M. Curtis has been appointed asso- 
ciate professor of surgery at the University of 
Chicago and associate professor of experimental 
surgery under the Douglas Smith Foundation for 
Research of the University of Chicago. Dr, Cur- 
tis returns to the University of Bern, where he 
has an appointment as assistant in the surgical 
clinie under Dr. F. DeQuervain at the Inselspital, 
pending the opening of the new University of 
Chicago Hospital. 

Dr. Perry C. Thompson of Jacksonville, IIl., 
who has practiced medicine continuously in Mor- 
gan County for 42 years, is retiring from active 
practice and will in the future make his home in 
Evanston, Ill. He graduated from Rush Medical 
College in 1883 and since 1887 has practiced con- 
tinuously in Jacksonville, Ill., with the exception 
of intervals of foreign travel in Europe and South 
America. During these years of practice, he has 
served as physician to The School for the Deaf, 
physician for Insane at Oak Lawn retreat, and 
President of the Board of Pensions in this dis- 
trict. Dr. Thompson was one of the founders of 
the Jacksonville Medical Club and its first presi- 
dent, and is also the oldest active member of the 
Morgan County Medical Society. 
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News Notes 

—The Michael Reese Hospital is making plans 
for a $1,000,000 addition, including a laboratory 
building. 

—Hamilton Mabie, a chiropractor of Belle- 
ville, was found guilty by a jury in the county 
court, June 24, on a charge of practicing without 
Mabie’s defense was that he started 
practicing before the 1923 law requiring chiro- 


a license. 


practors to be licensed was passed. 

—The Metropolitan Life Insurance Company 
is publishing a warning in a number of high 
against fake “cures” especially 
The article calls 


class magazines 
for tuberculosis and cancer. 
attention to the credulity of the public for all 


“printed” statements as compared with 


“ 


spoken” 
words. The final advice is: “Do not be deceived 
by the magic of print. Avoid advertised ‘cures.’ 
If you are sick see your Doctor.” 

—A new law in Illinois provides that cities of 
from 5,000 to 100,000 people may levy a three- 
ienths mill tax to pay the salaries of community 
nurses who are appointive by the mayor on recom- 
mendation of the local board of health. 
ent many of the public health nurses of the state 


At pres- 


depend on private sources involving, says the state 
department of health, fund raising campaigns 
and public subscriptions for financial support. 

A committee of fifty physicians and phi 
lanthropists has undertaken to raise the neces- 
sary funds to establish a Behavior Research In- 
stitute in Chicago where problems of the child 
may be studied and work done to prevent juvenile 
It will be allied to the 
present Institute for Juvenile Research. Book- 


crime and delinquency. 


lets describing the proposed work have been sent 


to 1,000 citizens, whose help has been solicited 
to raise an annual fund of $55,000 for the next 
five years. 

—About 200 physicians gave a banquet at the 
Drake Hotel, June 23, to Dr. Dean Lewis, who 
will leave in the near future for Baltimore, where 
he has accepted the chair of surgery at Johns 
Hopkins University Medical School. 
B. Herrick was toastmaster; among the speakers 
were Dr. Gotthelf Carl Huber, University of 
Michigan Medical School, Ann Amos 
\lonzo Stagg, University of Chicago, and Drs. 
\llen B. Kanavel, Vernon C. David and George 
F. Dick. 


—A law becomes effective, September 1, which 


Dr. James 


Arbor, 
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requires all milk pasteurization plants, except 
those concerned exclusively with markets in 
cities of 500,000 or more people, to secure a cer- 
tificate of approval from the state department of 
health. The certificates can be issued only after 
an inspection of the plant by a sanitarian, and 
milk dealers who do not employ the standard 
pasteurizing process will be prohibited from ad- 
vertising their products as pasteurized. Another 
new law relating to milk provides, among other 
things relating to tuberculin testing, that muni- 
cipalities may prohibit the sale of milk from any 
herds that have not been tuberculin tested. 


—The state department of health reports that 
nine persons developed typhoid among the twen- 
ty-five who attended a club meeting near Chana 
in May. 
served at the party, and evidence obtained by an 
investigator of the state health department in- 
dicated that one of the hostesses was ill at the 
The 
typhoid incidence in Tllinois for June was nearly 
twice that for June of last year, and higher than 
for the corresponding month in any year since 
1921. For the first six months of this year, 505 
cases of typhoid were reported, against 359 for 
the corresponding period of 1924. 


Those who became sick had eaten food 


time she prepared an uncooked salad. 


—Following the receipt of many requests for 
an opinion of the Public Health Institute of Chi- 
cago, the official Bulletin of the Chicago Medical 
Society (June 20) states that it is an unethical 
institute in every sense of the word; that the 
physicians who work for the institute are not 


< 


members of the Chicago Medical Society, “some 
by choice and some by expulsion,” nor has the 
institute any well known genito-urinary special- 
ist on its staff; that the institute is a private cor- 
poration practicing medicine and charging fees ; 
that it uses full page advertisements as a means 
of procuring business, and that physicians who 
the institute 
brought before the ethical relations committee of 


eonnect themselves with will be 


the Chicago Medical Society. 


—In a decision, June 20, the Illinois Supreme 
Court upheld the constitutionality of the Medical 
Practice Act of 1923 and affirmed the $300 fine 
of Chiropractor Max W. Walder, Danville, for 
The contention of 
the defense was, it is reported, that chiropractic 
is a useful and harmless practice which cannot be 
regulated by the state. The court said that a 


practicing without a license. 
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method of treating human ailments cannot be 
both useful and harmless, for if it is sufficiently 
efficacious to be useful, it is at the same time ca- 
pable of producing harmful results when prac- 
ticed without care or skill. This is said to be the 
first case of a chiropractor disbarred from prac- 
tice without a license which has been brought to 
the attention of the supreme court of Illinois. 


—An ordinance has been completed in the of- 
fice of the corporation counsel of Chicago for sub- 
mission to the city council, which would regulate 
the possession, selling, giving away or otherwise 
distributing pathogenic bacteria. The following 
resolution concerning the ordinance has been 
adopted, it is reported, by a special advisory com- 
mittee of the Chicago Department of Health, 
comprising Drs. Ludvig Hektoen, Frank J. Nor- 
ton, Alexander A. Day, James J. Simonds, David 
J. Davis, Lloyd L. Arnold, Josiah J. Moore, 
Charles P. Caldwell, Jacob C. Geiger and Fred- 
erick O. Tonney: 

It is the sense of this committee that the con- 
trol of the distribution of pathogenic cultures 
among laboratories, universities and research in- 
stitutions by ordinance is impractical, and that 
the attempt so to control them will be a serious 
obstacle to teaching and will retard scientific 
progress. Such ordinances are futile and tend to 
break down respect for law. 


—Applications for entering babies in the tenth 
annual State Fair Better Babies Conference, to 
be held in Springfield, September 19-26, will be 
accepted up to September 12, unless the capacity 
is reached before that date. More than 1,300 
babies, representing fifty counties in the state, 
were examined last year, and a staff of about 100 
nhysicians, psychiatrists, nurses and others make 
up the organization that gives the examinations. 
Fifty-three awards, in the form of savings bank 
accounts which vary from $2 to $100 each, and 
other prizes, are offered to children found to be 
most nearly perfect. Children between 6 months 
and 5 years of age are eligible to compete, as well 
as families of six children under 16 years of age, 
and children up to 6 years of age examined last 
year may compete for improvement awards. 





Deaths 


Emit C, Becker, Deerfield, Ill.; Rush Medical Col- 
lege, Chicago, 1897; a Fellow A. M. A.; aged 63; 
died, July 6. 
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Burt Georce Bissett, Chicago; University of Illi- © 
nois College of Medicine, Chicago, 1907; formerly on 
the staff of the Cook County Hospital; aged 55; died, 
June 12, of pericarditis. 


Avucustine Ben Cups, Keithsburg, Ill.; Rush 
Medical College, Chicago, 1908; a Fellow A. M. A.; 
aged 44; died recently. 


TuHomAs JosepH VALLIERE DaGNAULT, Chicago; 
Chicago College of Medicine and Surgery, 1911; a 
Fellow A. M. A.; member of the American Urological 
Association, and the Chicago Urological Association; 
served in the M. C., U. S. Army, during the World 
War; aged 38; died suddenly, July 8, of heart disease. 


Davip ALEXANDER DRENNAN, Springfield, Ill.; Rush 
Medical College, Chicago, 1875; aged 74; died, June 26. 


GLenn Stewart Evans, Peoria, Ill.; Chicago Col- 
lege of Medicine and Surgery, 1913; member of the 
Illinois State Medical Society; served in the M. C, 
U. S. Army, in France, during the World War; aged 
34; died suddenly, June 23. 


Epwin J). Gause, Unity, Ill; Central College of 
Physicians and Surgeons, Indianapolis, 1882; aged 67; 
died, July 6, at Cairo, of a self-inflicted bullet wound. 


Vernon Dayton Horsroox, Peoria, Ill.; Baltimore 
Medical College, 1902; aged 49; died, April 17, of 
streptococcus sore throat and bronchopneumonia. 


B. Frank Lanois, Tiskilwa, Ill.; Jefferson Medical 
College of Philadelphia, 1877; member of the Illinois 
State Medical Society; aged 74; died in June, of heart 
disease. 


Avucust MvuEHLENPrForDT, Ashkum, IIl. (licensed, Ill- 
inois, 1877) ; aged 86; died suddenly, June 12. 


Witt1am A. Peterson, Chicago; College of Phy- 
sicians and Surgeons, Chicago, 1897; a Fellow A. M. 
A.; member of the Chicago Ophthalmological Society; 
for twenty years medical director of the Mutual Trust 
Life -Insurance Company; aged 58; died, June 28, at 
the Presbyterian Hospital, of pyelonephritis, following 
an operation. 


WituiaAm CuristTopHer Rire, Villa Ridge, Ill.; Van- 
derbilt University School of Medicine, Nashville, 1894; 
member of the Illinois State Medical Society; aged 
54; died, June 11, at St. Mary’s Infirmary, Cairo, fol- 
lowing a long illness. 


Netson Rrinepottar, Mount Carroll, Ill.; Chicago 
Medical College, 1869; member of the Illinois State 
Medical Society; Civil War veteran; formerly health 
officer of Mount Carroll; aged 86; died, June 30, of 
heart disease. 


Ipa M. Sansorn, Chicago; Bennett College of Eclec- 
tic Medicine and Surgery, 1898; aged 57; died, July 3, 
of heart disease. 


Gustavus Frank Scurerper, Chicago Heights, IIl.; 
Rush Medical College, Chicago, 1875; member of the 
Illinois State Medical Society; aged 76; died, July 2, 
at the Masonic Home, Sullivan. 
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